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ABSTRACT 
The present investigation was undertaken to study the Impact of parental stress 
and social support on disabled adolescents' self-concept. Both these variables have 
special importance in the context of disability and may be significantly related to self-
concept of disabled adolescents. 
For achieving the objectives of the study a sample of 100 disabled adolescents (50 
physically disabled and 50 visually disabled adolescents) and 50 normal adolescents was 
selected. Data were collected by using self-concept scale (Saraswat, R.K. 1971) and 
social support scale (Zimet, et al., 1988). Disabled adolescents' parents were also 
contacted and Parental Stress Index (Abidin, R.R. 1995) was administered on the 
available parent. Data were analyzed by using t-test and hierarchical regression analyses. 
Results of the analysis indicated significant differences in the self-concept scores 
of disabled and normal adolescents and physically and visually disabled adolescents. For 
moral and educational aspects consistently not difference was observed. Physically and 
visually disabled scored significantly lower as compared to normal, visually disabled 
when compared with physically disabled scored lower on physical temperamental and 
intellectual self concept. 
A comparison of male and female physically disabled adolescents yielded 
significant differences in all but two aspects of self concept. Male and female visually 
disabled adolescents, however differed only on intellectual aspect of self concept. 
Whether disability was congenital or acquired later in life had a significant impact in self-
concept of physically disabled adolescents while it did not make any difference for 
visually disabled adolescents. 
Type of Family (Nuclear or joint) did not have an impact on self concept of any 
group of disability. When predictability of different dimensions of self concept was 
examined in physically disabled adolescents it was observed that much of the variance 
was accounted by the demographic variables such as gender, father education, mother's 
education and whether disability is congenital or acquired later in life. 
After controlling the demographic variables only parental perception of difficult 
child contributed significantly to the prediction of physical self concept and significant 
others support predicted temperamental self concept in this group. It is also observed that 
Beta valves for parental stress dimensions were negative, though insignificant, which 
indicated negative predictive relationship of parental stress with self concept in 
physically disabled group. 
For visually disabled adolescents, demographic variables were not found to have a 
significant impact as it was found in physically disabled adolescents. Social support 
dimensions were significant in contributing to the prediction of self concept. Family 
support together with demographic variables had significant impact on physical self 
concept of visually disabled adolescents. However, fi-iends support had a significant 
impact on social, educational and moral self-concept. Social support was more important 
for visually disabled adolescents and had a positive impact on their self-concept. Parental 
stress did not emerge as significant predictor in this group. 
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Introduction 
People with disabilities like all citizens are entitled to participate in and 
contribute to the general life of the community. Disabled persons should not only 
fulfill the role of consiraiers, they also have abilities and talents that oflfer a significant 
resource that should be utilized for the betterment of the community. The severity of a 
handicap can be increased or diminished by environmental conditions, attitudinal 
barriers or person related factors. While physical handicap can be reduced by 
eliminating architecture barriers, educational handicaps by providing educational and 
training facilities, economic handicaps by extending work opportunities, interpersonal 
and emotional handicaps, can be reduced by overcoming devaluating social attitudes 
and enhancing family and group supports. Various government and non-government 
organizations are engaged in making efforts for the ramification of the problems of 
disabled persons and improving their quality of life. 
Psychologists are not far behind while making contributions to the welfare of 
disabled people by evolving various intervention/ rehabilitation programs and 
engaging in research activities related to various issues of disability. One important 
issue that has caught attention of the researchers is the self-concept of disabled 
persons. 
A very large number of factors determine the self-concept of a person and 
disability can fiirther complicate the situation. The present investigation was 
conducted to study the effect of two factors namely parental stress and social support 
on self-concept of disabled adolescents. 
DISABILITY- A person is said to have a disability if he/she finds it difficult 
or impossible to perform one or more activities of everyday living. While disability 
usually stems fi-om a physical or mental or medical condition, one can distinguish 
between an impairment (some ability is objectively less than average) and a deviation 
from the average that by itself is not better or worse, but that is a problem due to the 
attitude of society or the fact that standard facilities are based on the average, and that 
there is the lack of tools. In schools, in the western world, left-handed children were 
forced to write with their right hand and punished if they did not comply. By the 
1980's left handedness was accepted as simply a difference, a physical characteristic; 
yet, if tools such as scissors and corkscrews are only available in their right-handed 
forms, a left-handed person finds himself disabled. 
Defining disability is difficult because there are dozens of definitions each 
with a pvupose to it. These range from the very narrow to the very broad, from the 
medical to the social, from the cultural to the local, from the one intended to integrate 
them in society to the one for exclusion and segregation. The World Health 
Organization manual gives the following definitions: 
IMPAIRMENT: Impairment is any loss or abnormality of psychological or 
anatomical structure or fimction. 
DISABILITY: A disability is any restriction or lack (resulting from an 
impairment) of ability to perform an activity in the manner or within the range 
considered normal for a human being. 
HANDICAP: A handicap is a disadvantage for a given individual resulting 
from an impairment or disability, that limits or prevents the fiilfiUment of a role that is 
normal (dependmg on age, sex & social and cultural factors) for that individual. 
The International Labor Oi^anization defines a disabled person as an 
individual whose prospects of securing, retaining and advancing in suitable 
employment are substantially reduced as a result of a duly recognized physical or 
mental impairment. Another set of definitions has been provided in the 
Rehabilitation Council of India Act 1992.These are as follows: 
Physical/locomotor handicaps 
Physical/locomotor handicaps occur due to impairment of the limbs or 
extremities. It involves an inability to execute distinctive activities associated with 
moving the self or other objects from one place to another. The inability results from 
an affliction- of the muscular skeletal and/or nervous system. The cause of 
physical/locomotor handicap may be congenital or developmental (cerebral palsy or 
phocomelias), acquired or infective (tuberculosis of the spine, chronic osteomyelitis 
or leprosy), traumatic (amputations, sports injuries or accidents), metabolic (rickets, 
vitamin B12deficiency or gout), degenerative (motor neuron disease, multiple 
sclerosis or Parkinson's disease), etc. 
Visual Handicaps 
Visual handicaps occur owing to total absence of sight or visual acuity not 
exceeding 6/60 or 20/200 (snellen chart) in the better eye wdth the correcting lens and/ 
or limitation of the field of vision subtending an angle of 20° or worse. Persons with 
low vision have impairment of visual fimctioning even after treatment or standard 
refractive correction. They may use or are potentially capable of using vision for 
planning or executing tasks with appropriate assistive devices. Some common eye 
diseases are cataract, glaucoma, corneal ulcer, optic atrophy, xeropthalmia, 
nystagmus, trachoma, astigmatism, short-sightedness (myopia), long-sightedness 
(hypermetropia), etc. 
Hearing handicap means deafiiess vdth hearing impairment of 70 decibels 
and above in the better ear or total loss of hearing in both ears. 
Mental retardation means a condition of arrested or incomplete 
development of mind of a person which is especially characterized by sub-normality 
of intelligence. 
According to Helander the simplest and may be the initial definition of a 
disabled person appears to be the following: "A person who in his /her society is 
regarded as disabled, because of a difference in appearances and/or behavior." In most 
instances, a disabled person has functional limitations and/or activity restrictions. A 
'fimctional limitation 'disability may be defined as specific reductions in bodily 
functions that are described at the level of person'. Activity restriction disability may 
be defined as 'specific reductions in daily activities that are described at the level of 
the person'. Thus Helander elaborated the definition of a disabled person as the one 
who in his or her society is regarded or officially recognized as such, because of a 
difference in appearance and/or behavior in combination with a functional limitation 
or an activity restriction. 
In the definition given by the Planning Commission of India, a disabled 
person means a person who is: (1) blind (2) deaf (3) having orthopedic disability (4) 
having neurological disorder (5) mentally retarded. 
In concert with disability scholars, the introduction to the International 
classification of functioning states that a variety of conceptual models have been 
proposed to understand and explain disability and fimctioning which it seeks to 
integrate. These models include the following: 
The medical model: The medical model is presented as viewdng disability as 
a problem of the person, directly caused by disease, trauma or other health condition 
which, therefore, requires sustained medical care provided in the form of individual 
ti-eatment by professionals. In the medical model, management of the disability is 
aimed at a "cure" or the individual's adjustment and behavioral change that would 
lead to an" almost-cure" or effective cure. 
The social model: The social model is presented as viewing disability as a 
socially created problem and basically as a matter of the full integration of individuals 
into society. In this model disability is not an attribute of an individual, but rather 
complex collection of conditions, many of which are created by the social 
environment. Hence, in this model, the management of the problem requires social 
action, and thus, it is the collective responsibility of society at large to make the 
environmental modifications necessary for the full participation of people with 
disabilities in all areas of social Hfe. The issue is both cultural and ideological, 
requiring individual, community, and large-scale social change. Viewed from this 
perspective equal access for people with impairment/disability is a himian rights issue 
of major concern. 
Market model: The market model of disability is based on the social model 
and recognizes people v^ dth disabilities and their Stakeholders as representing a large 
group of consumers, employees and voters. This model looks to personal identity to 
define disability and empowers people to chart their own destiny in everyday life, 
with a particular focus on economic empowerment. This model makes no judgments 
about ability, focusing on tangible and measurable results. 
If the handicap is present at birth it is immediately part of the constellation of 
influence, moulding the personality it will affect parental and peers attitude and 
relationship. If the handicap comes into existence later in the process of personality 
development, it may have a very different effect and still other problems will arise for 
an individual who has tasted unhampered life and now has to accept these limitations 
on his fi-eedom, may need drastic readjustment and reorientation. The newly 
handicapped individual will find his earlier habit patterns inadequate and the new 
threat may serve uncover tendencies which have earlier been dormant. 
The effect of handicap is both complex and age specific. Sensory defects for 
example begin to affect development fi-om the l" week of life, whereas the effect of 
motor handicap, such as cerebral palsy may only become apparent relatively later. 
Similarly a child who is mild subnormal and living in an unstimulating and socially 
adverse environment may only come to notice he reaches school or is exposed to 
more formal learning situation. Nevertheless, the development of his language and 
conceptual skill is likely to have been imduly retarded as a result of poor 
environmental conditions some of which might have been overcome or their effect 
modified by intervention or compensatory educational programs (Johnson 1968). 
Disability in a person may lead to such feelings as resentment, inferiority, 
guilt, loneliness and being a burden, doubts about whether he or she will still be loved 
and accepted; worries about the fijture and how s/he will manage; and concern that 
one will be left behind. Thus the fimctional loss resulting fi-om a disability has a 
significant impact on a person's construct of self Self-concept is an important aspect 
of personality which endows oneself with remarkable powers. It influences the way 
one perceives the intention of others, the choice of associates, the goals set for oneself 
and much more. It is an important part of one's world or life space which needs to be 
explored in persons with disability. 
The phenomenon of self-concept its development and the forces that direct its 
fate with particular reference to problems of disability is discussed in the following 
paragraphs. This will be followed by the discussion of the other variable i.e. parental 
stress and social support. 
SELF-CONCEPT: The self-concept is the accumulation of knowledge about 
the self, such as beliefs regarding personality traits, physical characteristics, abilities, 
values, goals and roles. Begining in infancy, children acquire and organize information 
about themselves as a way to enable them to understand the relation between the self 
and their social world. This developmental process is a direct consequence of 
children's emerging cognitive skills and their social relationships with both family 
and peers. During early childhood, children's self-concepts are less differentiated and 
are centered on concrete characteristics, such as physical attributes, possessions, and 
skills. During middle childhood, the self-concept becomes more integrated and 
differentiated as the child engages in social comparison and more clearly perceives 
the self as consisting of internal, psychological characteristics. Throughout later 
childhood and adolescence, the self-concept becomes more abstract, complex and 
hierarchically organized into cognitive mental representations or self-schemas, which 
direct the processing of self relevant information. Self-concept may be defined as the 
totality of a complex, organized, and dynamic system of learned beliefs, attitudes and 
opinions that each person holds to be true about his or her personal existence. 
Carl Rogers describes three components of self-concept-
1. The view you have of yourself (self image). 
2. How much value you place on yourself (self esteem). 
3. What you wish you were really likely (ideal self). 
According to Thompson (2003) self-concept is a multidimensional construct, 
including the dimension of self worth. Self-concept and self-esteem are often used 
interchangeably because self-concept encompasses self worth (Sondhaus, et al 2001). 
However, self-concept is an individuals' overall perception of their psychological and 
physiological being, whereas self esteem is the judgment of worth an individual 
assigns to him or herself (Thompson 2003). Self-esteem always involves a degree of 
evaluation and we may have either a positive or a negative view of ourselves. 
Bums (1982) describes three main elements of self-concept -
1. The identity of the subject or self image, referred to as the perception or 
mental representation of him/herself-the cognitive aspect of self-concept. 
2. Self- esteem, which is related to the value individuals attach to the particular 
manner in which they see themselves- this aspect represents the affective or 
valuation components of self-concept. 
3. A behavioral component, reflecting how self-concept influences and 
conditions the subject's behavior. 
Self-esteem and self-concept are related and complimentary, i.e., a positive 
self-concept implies positive self-esteem and vice versa (Bums 1982). 
HIGH SELF ESTEEM i.e. if we have a positive view of ourselves. This tends to 
lead to-Confidence in our own abilities, Self acceptance, Not worrying about what 
others think. Optimism. 
LOW SELF ESTEEM i.e. if we have a negative view of ourselves. This tends to 
lead to- Lack of confidence. Want to be/look like someone else. Always worrying 
what others might think, and Pessimism. 
Many of the successes and failures that people experience in many areas of 
life are closely related to the ways that they have learned to view themselves and their 
relationships with others. 
Self-concept has at least three major qualities: (1) It is learned (2) It is 
organized, and (3) It is dynamic. (Encyclopedia of psychology). 
1. Self-concept is learned: as far as we know, no one is bom with a self-concept. It 
gradually emerges in the early months of life and is shaped and reshaped through 
repeated perceived experiences, particularly with significant others. The fact that 
self-concept is learned has some important implications: 
• Because self-concept does not appear to be instinctive, it is a social product 
developed through experience. 
• Because of previous experiences and present perceptions, individuals may 
perceive themselves in ways different from the ways others see them. 
• Individuals perceive different aspect of themselves at different times with 
varying degrees of clarity. Therefore, inner focusing is a valuable tool for 
counseling. 
2. Self-concept is organized: Most researchers agree that self-concept has a 
generally stable quality that is characterized by orderliness and harmony. Each 
person maintains countless perceptions regarding one's personal existence, and 
each perception is orchestrated with all the others. 
• Self-concept requires consistency, stability and tends to resist change. If self-
concept changes readily, the individual would lack a consistent and 
dependable personality. 
• The more central a particular belief is to one's self-concept, the more resistant 
one is to changing that belief. 
3. Self-concept is dynamic: To understand the active nature of self-concept, it helps 
to imagine it as a gyrocompass: a continuously active system that dependably 
points to the "true north" of a person's perceived existence. This guidance system 
not only shapes the ways a person views oneself, others and the world, but it also 
serves to direct action and enables each person to take a consistent "stance" in life. 
Rather than viewing self-concept as the cause of behavior, it is better understood 
as the gyrocompass of human personality, providing consistency in personality 
and direction for behavior. The dynamic quality of self-concept also carries 
corollaries. 
• The world and the things in it are not just perceived; they are perceived in 
relation to one's self-concept. 
• Self-concept development is a continuous process. In the healthy personality 
there is constant assimilation of new ideas and expulsion of old ideas 
throughout life. 
• Individuals strive to behave in ways that are in keeping with their self-
concepts, no matter how helpful or hurtful to one or others. 
• Self-concept usually takes precedence over the physical body. Individuals will 
often sacrifice physical comfort and safety for emotional satisfaction. 
• Self-concept continuously guards itself against loss of self-esteem, for it is this 
loss that produces feelings of anxiety. 
• If self-concept must constantly defend itself fi-om assault, growth opportunities 
are limited. 
Social psychologists have pointed out that self-concept also plays an important 
role in social perception-the process by which we form impressions of others. 
Attribution-how we explain the causes of our own and other people's behavior-is 
particularly influenced by our own self-concept. Social learning theory is also 
concerned with the ways in which we view ourselves, especially in terms of our 
perceived impact on our environment. In the first major theory of social learning, 
Julian B. Rotter claimed that the expected outcome of an action and the value we 
place on that outcome determine much of our behavior. For example, people whose 
positive self-concept leads them to believe they will succeed at a task are likely to 
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behave in ways that ultimately lead to success, while those who expect failure are 
much more likely to bring it about through their own actions. 
Factors affecting self-concept-
• Reaction of others. If people admire us, flatter us, seek out our company, 
listen attentively and agree with us we tend to develop a positive self-image. If 
they avoid us, neglect us, tell us things about ourselves that we don't want to 
hear we develop a negative self-image. 
• Comparison with others. If the people we compare ourselves with (our 
reference group) appear to be more successful, happier, richer and better 
looking than ourselves we tend to develop a negative self image but if they are 
less successful than us our image will be positive. 
• Social RoUes. Some social roles carry prestige e.g. doctor, airline pilot, TV. 
presenter, premiership footballer and this promotes self-esteem. Other roles 
carry stigma. E.g. prisoner, mental hospital patient, refuse collector or 
unemployed person. 
• Identification, roles aren't just "out there." They also become part of our 
personality i.e. we identity with the positions we occupy, the roles we play and 
the groups we belong to. 
Self-concept and disability-
The development of self-concept in a disabled child follows similar steps to 
that of a normal able bodied child. Talking about the self-concept of blind persons, 
TutUe (1984) stated that the "process of developing self-esteem is the same for all 
persons, whether blind or sighted." 
It is generally agreed that young infants do not make any distinction between 
what is the self and what is not. If they should happen to pull their hair or scratch their 
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face, they will cry out, but they don't realize that they are pulling their hair or 
scratching their face. With maturation of the nervous system and increased interaction 
with the environment, however, differentiation takes place in which there gradually 
emerges a very special part of the universe which is felt as the self or "I". For 
example, the baby's interest in his or her hands initially appears to be no different 
from interest in other objects, such as a rattle or crib post. Soon, however, a new 
experience emerges. Not only can the baby control the fingers' wiggle but, more than 
that, the baby feels the wiggle in a way different from the wiggle of the rattle. In time 
the baby will realize that the hand is a part of the self where as the rattle is not. 
(Wright, 1983). 
Psychoanalytic theory places special importance on the physical self both in the 
continuing development of the ego? During the process of development-
" One's own body become something apart from the rest of the world and 
then the descending of the self from non-self is made possible" (Fenichel, 1945). 
The identification of the self takes place, firstly, through various modalities and 
secondly, through the leads provided by others, for example, the child learns that one 
is a boy or girl, has a certain name, and is not allowed to certain things. The child also 
develops certain attitudes about these facts, and therefore about oneself, through 
contact with the viewpoints of associates. Since knowledge about the self is built up 
through sensory experience and through the viewpoints of others, as well as through 
inferences based on the sources, it is possible for the body to take significance beyond 
its concretely apprised fimctions. Body parts begin to assume such cormotations as 
good and bad, clean and unclean, adequate and inadequate. 
The ever enlarging array of facts and attitudes about the self, however, is built 
into the self-picture through the process in which new self- attributes are integrated 
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within old ones either by modifying the meaning of the fonner or the latter or both. 
This holds true for attributes pertaining to other aspects of the self. Integration need 
not require a reasonableness that adhere to adult logic, but rather is a "fitting-in 
process" in which new facts or attitudes or values are assimilated by being attached to 
existing beliefs so that the old and the new cohere as a Gestah. In this way a certain 
stability and consistency of the self-picture is achieved. 
The principle of integration does not imply a self-picture that is integrated in all 
its aspects. It is more than likely that not only the ideal self but also the self in its 
existing structure consists of subparts, each of which may be fairly well integrated but 
not necessarily related to every other part in an integrated way. Subparts, however, 
may show a high degree of interdependence and therefore integration, as when Mr. A 
feels himself a scoundrel because he is repulsed by his appearance. One of the most 
interesting and direful facts about the integration process is that congruency is 
frequently established between a single attribute of the self on the one hand and self-
esteem on the other. Self-esteem refers to the more or less general evaluation of the 
self as a worthy or unworthy person. The perception of a single attribute may be 
molded by self-evaluation, or the evaluation of the self may be affected by a single 
attribute in such a way as to bring about the necessary integration. 
The reason why a single fact about a person can become so potent as to print its 
negative (or positive) stamp on the person as a whole depends on two gradients— 
Self-connection gradient and status value gradient. Self-connection gradient refers to 
how central or close to the "essence of the self or the "essential me" is an attribute of 
the self. One's blood type, for example, typically is quite alien to this central core, 
whereas one's ability and appearance are typically very close. Thus, it is to be 
expected that adjustment toward facial disfigurement would, in general, involve a 
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greater problem from the point of view of the self-connection gradient than 
adjxistment toward leg disfigurement. There is less connection with the self- core 
when a body attribute may be looked upon as a tool than as personal characteristic. 
Also, certain personal characteristics about the self such as gender, kind of work one 
does etc, appear to be more crucial to one's identity than others. (Wright, 1983) 
The status value gradient refers to the relevancy of an aspect of the self for the 
evaluation of personal worth or self-esteem. Where the essential "I" of a person who 
has incurred a disability is centrally associated with an intact body and where the 
status value of body-whole, body-well, and body- beautiful is high, traumatic 
consequences for the self-concept appear inevitable. In fact, the consequences may be 
so traumatic that the person may be unable to integrate, the new body- image into the 
self-concept at all. Thus, the power of a single attribute to influence self-esteem will 
be greater (1) The closer the connection between it and the self-core and (2) the 
higher the status value it possesses. 
It is, thus, concluded that (1) since the disability is generally negatively 
evaluated, since physique almost always has some connection with the self-core, and 
since physique in most cases has some status- value relevancy. Self-esteem will be 
threatened by disability for most people. The threat may be little or great (Wright 
1983). (2), though shame stemming from the negatively evaluated aspects of 
disability may be experienced, such shame can be reduced or eliminated when the 
coping framework brings the view of life with a disability into proper focvis. When the 
coping aspects are attended to, new positively evaluated attributes will appear which 
establish high positions on the self-connection and status- value gradients, thereby 
building up self-esteem. For example, the person may feel good because of striving 
and havmg succeeded in improvmg one's situation in spite of severe handicaps. Such 
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personal attributes as perseverance, independence, intelligence, moral stamina, and so 
forth, may give genuine support to an ego that may be flailed by negative social 
implications of disability. 
Physical appearance and motor skills are highly valued gradients which 
determine the popularity of children in the society. If children with disabilities accept 
these values, may condemn themselves to low self-esteem. Research has not, 
however, consistently found that individuals with disabilities have lower levels of self 
esteem and self-worth than their typically developing peers. (King et al., 1993; 
Chapman, 1988; Silverman & Zigmond, 1983). What has been found in a number of 
studies however is that those with disabilities score lower on measures of self directly 
affected by their disability. (Chapman, 1988; Cooley & Ayres, 1988; Grolnick & 
Ryan, 1990; King et al., 1993). 
Self-concept develops through the process of evaluation and identification and 
parents contribute substantially to children's self evaluation and feelings of self worth. 
Disabled children are more prone to have negative self evaluation and biased social 
attitudes. The understanding of this phenomenon in this groups of individuals 
becomes more important, because interventions may be used which would enhance 
the self-concept of disabled children. 
The two factors, that have special relevance in the context of disability and 
that may contribute significantly in the development of self-concept of disabled 
adolescents, a description of these variables is given in the paragraph that follow. 
PARENTING STRESS- The birth of a child is usually anticipated with great 
excitement and expectations of a future filled with happiness and success. This 
exuberance may become muted with the birth of a disabled mfant. It does not matter if 
the handicap is blindness, retardation or a physical abnormality. The family into 
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which this child is bom will change in some ways. Research seems to indicate that 
the severity of the handicap and the degree of dependency by the child on his family 
is the most important factor in his acceptance. To parents, die birth of a handicapped 
child always comes as a shock. During pregnancy, mothers often worry about the 
possibility of having a defective child, yet these passing thoughts, in no way, prepare 
the mother for an actual event. Typically, both parents react to the birth of a 
handicapped child by feeling helpless, disappoioted, angry, confused and guilty 
(Poznanski, 1969). Parents tend to see their children as an extension of them, so 
having to bear a defective child is experienced as a personal failure. 
During pregnancy, the imagination of an expected child that most parents have 
in mind is a combination of the desirable traits of the father, the mother, the 
grandparents and so on, so when the child is bom defective all expectations are 
crashed. The parents must relinquish the goals and fantasies they have woven around 
their healthy child and must relate to a sick child with a different and usually a 
reduced set of expectations. The transition is not easy. There is, however, one major 
point to be considered. When the child is bom normal and becomes handicapped later, 
the parents already have strong attachment to the child. The mother's emotional 
attachment to the new bom child is still undeveloped and is more easily arrested or 
interfered with than the attachment to an older child. 
Having a handicapped child bom into a family and grow into adulthood is one 
of the most stressful experiences a family can endure. Parental reactions to tiie 
realization that tiieir child is exceptional usually include shock, depression, guilt, 
anger, sadness, and anxiety, bidividuals handle each of these feelings differently and 
may stay in certam stages longer than others. Some parents perceive the handicapped 
infant as an extension of them and may feel shame, social rejection, ridicule or 
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embarrassment. Parental reactions may be affected by economic status, personality 
traits and marital stability. In short, an initial parental response may be a form of 
emotional disintegration. This may evolve into a period of adjustment and later into 
reorganization of the family's daily life. Some parents carmot cope beyond the 
emotional disintegration. They must then decide whether to ^ve the child up for 
adoption or to place him in an institution. This decision is not easy and is stressful to 
the family. 
The physical presence of a child is a constant reminder of the grief and loss, 
while growth and development constantly present new problems with which the 
parents must cope. After the initial shock, parents often attempt to deny that the 
handicap is permanent. They may insist that the child will "outgrow" it, that, a cure 
will be found, or that the child is a "blessing in disguise". This sort of denial and 
reaction formation is usually a stage in the parental adjustment, sometimes it becomes 
a lifelong attitude. 
A number of practical problems may make living with a handicapped child 
especially demanding, for example, there may be financial strain to provide necessary 
medical expenses, special equipment, possibly special schools and care takers in the 
parent's absence. The family may find it difficult to entertain friends at home or to 
visit others. Transportation may become difficult if special equipment must be 
transported with the child. 
From student's perspective, the effect of a handicapped child on his siblings 
may be most relevant. Some evidences suggest that many children can adapt 
themselves to the presence of a disabled sibling but that they tend to adopt the 
attitudes of their parents towards the family situation. (Robinson and Robinson, 
1965). 
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Clinical observations indicate that the emotional trauma which the parents of 
the handicapped children imdergo upon discovering that there child is handicapped 
fills them with anxiety, fear and guih which do not go with the birth of a normal child. 
(Sheimo,195l). Parents reaction to the firustration associated with the happening may 
take one of several different forms. For example strong feelings of anger and rejection 
may lead the parent to retaliate by being harsh to the child or the environment. 
(Fletcher, 1974,Poznanski, 1973) 
Parents of disabled children feel that their children are helpless and dependent 
on others. Parents of handicapped children experience a strain for the expectancies 
people have from them, to be impossible "good", forever understanding for bearing 
and self sacrificing. That is, they are at all cost, to be able to respond to the child's 
need whatever his age, to take him for appointment without much reward and 
consideration for the other demands on them. They caimot complain about their 
burden without feeling and being seen by others as "rejecting" their child. (Young 
husband, Davie, Birchall and Kellmer-Pringle, 1970). 
Literature on families of handicapped children reveals the contradictory views 
on how successfully such families react to their predicament. One view to which a 
minority subscribed was that many parents have the capacity to make satisfactory 
adjustment (Booth, 1978, Matheny and Vemick 1969, Roith,1963), periods of initial 
shock disbelief and intense emotional upset give way to a period of adaptation which 
is marked by a decrease in activity and increase in the parents ability to take greater 
care of their child and in doing so experiencing satisfaction. The majority of studies, 
representing another view claim to show that parents find the birth of a handicapped 
child as overwhelming shock from which they really cannot fully recover, about 
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which they feel a variety of negative emotions particularly guilt, chronic sorrow and 
anxiety (Sommers,1944,Cohen 1962,McMichael 1971). 
As far as parenting skills or attributes are concerned which best facilitate the 
development of children, it is observed that successful parents use a wide variety of 
management strategies; for example, reasoning, being available, guilt, praise, corporal 
punishment, deprivation of privileges and rewards. All parents seem to care for their 
children and want them to grow up to be happy and successful. The stress that every 
parent experiences results in dysfunctional parenting. The natural consequence of 
dysfunctional parenting is that children often develop behavioral and emotional 
problems themselves. (Abidin, R.R., 1995). 
Abidin (1976) presented a model to show the determinants of dysfunctional 
parenting. The diagram explains that the total stress a parent experiences is a function 
of certain salient child characteristics, parental characteristics and situational variables 
that are directly related to the role of being a parent. This parenting stress 
consequences in dysfimctional parenting. 
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In another model Abidin depicted how parental distress &, characteristics of a 
difficuh child lead to dysfunctional parent-child interaction and how it affects parenting 
behavior that consequently results in different child outcomes. 
Model showing sources of parental stress and its impact on the behavior of the 
child. 
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(source: Manual for Parenting Stress Index, Abidin, 1995) 
SOCIAL SUPPORT- Social support is the physical and emotional comfort 
given to us by our family, friends, co-workers and others. It knows that we are part of a 
commimity of people who love and care for us, and value and think well of us. Social 
support is a way of categorizing the rewards of communication in a particular 
circumstance. An important aspect of support is that a message or communicative 
experience does not constitute support unless the receiver views it as such. 
Social support is a concept that is generally understood in an intuitive sense, as 
the help from other people in a difficult life situation. One of the first definitions was 
put forward by Cobb (Cobb, 1976). He defined social support as 'the individual belief 
that one is cared for and loved, esteemed and valued, and belongs to a net\vork of 
commxmication and mutual obligations. In the MINDFUL project social support is 
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defined as' the perceived availability of people whom the individual trasts and who 
make one feel cared for and valued as a person (MINDFUL, 2008). The term "social 
support" is often used in a broad sense, including social integration. However, social 
integration refers to the structure and quantity of social relationships, such as the size 
and density of networks and the frequency of interaction, but also sometimes to the 
subjective perception of embeddedness. Social support, in contrast, refers to the 
function and quality of social relationships, such as perceived availability of help or 
support actually received. It occurs through an interactive process and can be related to 
altruism, a sense of obligation, and the perception of reciprocity. 
Social support in the narrow sense has been defined in various ways. For 
example, it may be regarded as resources provided by others, as coping assistance or as 
an exchange of resoiirces. Several types of social support have been investigated, such 
as instrumental (e.g. assist with a problem), tangible (e.g. donate goods), informational 
(e.g. give advice), and emotional (e.g. give reassurance), among others. Health and 
well-being are not merely the resxilt of actual support provision, but are also a 
consequence of participation in a meaningfiil social context. Receiving support gives 
meaning to individual's lives by virtue of motivating them to give in return, to feel 
obligated, and to be attached to their ties. Being embedded in a positive social world 
might be more powerful than receiving a particular act of help. 
In terms of its functional value, social support can have a main effect on various 
outcomes, or it can mteract with the experience of stress. It has been postulated that 
social support might reveal its beneficial effect on health and emotions only in times of 
distress, as it buffers the negative impact of stressful events. This moderating impact is 
known as the stress-buffering effect, moreover, there are a number of mediator effects 
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that characterize the mechanisms through which social support operates in the stress 
and coping process, or by which social support is established and maintained. 
Many studies have demonstrated that social support acts as a moderating factor 
in the development of psychological and/or physical disease (such as clinical 
depression or hypertension) as a result of stressful life events. As such' it is a critical 
component in the assessment of overall well being. There is growing evidence to 
suggest that social support affects humans differently tiiroughout life suggesting that 
the need to receive and provide social support shifts across development Social support 
has been defined in a nimiber of ways. Initially, it was defined according to the number 
of friends available to an individual. However, this was amended to include not only 
the number of friends supplying social support, but the satisfaction with that support, 
(Sarason etal., 1983). Will (1985) has defined four types of social support-
Esteem support: whereby other people increase one's own self-esteem. 
Informational support: whereby other people are available to offer advice. 
Social companionship: which involves support through activities? 
Instrumental support: which involves physical help? 
The term 'social support' is generally used to refer to the perceived comfort, 
caring, esteem or help one individual receives from others (e.g.Wallston et.al, 1983). 
Social support is an unportant asset in combating barriers faced by people with 
disabilities, and thus social support has received a great deal of attention of 
professionals dealing with disabled. Vaux emphasized that social support involves a 
dynamic process of transaction between people and their social networks that takes 
place in an oflen changing ecological context. Social support processes not only fulfill 
basic social needs, but also enhance the person's capacity to cope with demands, to 
negotiate transitions and to achieve goals. At their best, supportive relationships 
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constitute a rich and reliable source of resources (e.g., affection, comfort, expertise, 
information, energy) that can profoundly expand the individual's functional capacity. 
Most individuals actively develop and maintain support resources to supplement 
their personal capacities. Support networks that are large and diverse likely offer 
advantages such as accessibility, stamina in the face of chronic demand, varied 
expertise, breadth of information, and diverse perspectives on life's problems and 
challenges. The individual with rich support resources not only receives more and more 
appropriate assistance, but through enhanced supportive appraisals is also able to 
sustain morale and effort in the face of difficulty. 
Paradoxically, individuals with substantial personal and social assets also are 
likely to maintain substantial support resources with a high sustainable yield and to 
have relatively less need for support, on the other hand, those with limited personal and 
social assets are more likely to have more ongoing need for support but have limited 
and valuable support resources. Disability or impairment may trigger a loss spiral or 
impede escape from a state of resource impoverishment. That is disability dramatically 
increases demands on the individuals and simultaneously reduces support resources 
(e.g., isolation from friends, workmates) or strains those resources beyond sustainable 
yield (e.g., friends carmot meet all support needs), or damaging the relationships 
(friends drop away).The result may be a disabled individual who is demoralized and 
friendless. 
Social support has so far been investigated by the researchers in the context of 
its impact on reducing the impact of stress and empowering health. To explain how 
social support influences health, researchers have proposed two theories- the buffering 
and the direct effect hypothesis. (Wills & Fegan, 2001). According to the buffering 
hypothesis social support affects health by protecting the person against the negative 
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effects of high stress. The direct effect hypothesis maintains that social support benefits 
health and well-being regardless of the amount of the stress people experience/the 
beneficial effects are similar under high and low stressor intensities. One way to 
explain this hypothesis is that people with high levels of social supports may have 
strong feelings of belongingness and self-esteems. The positive outlook this produces 
may be beneficial to health independently of stress. (Sarafino, E.P.2006). 
Social support appears extensively in the disability literature. However, much of 
the research has been atheoretical, ignoring developments in social support theory and 
research. Social support has been examined in a variety of contexts, suggesting a 
variety of mechanisms fi-om which support might aflfect people with disabilities. Most 
of the research on social support and disability has simply included social support 
among predictors of a variety of outcomes, presumably conceptualizing support in 
terms of the buffer model. Social support appraisals have most often been examined in 
conjunction with coping strategies to predict depression (e.g., Zea, Belgrave, 
Townsend, Jarama, «feBanks, 1996), acceptance of disability (coca, 1991), and 
psychosocial adjustment (e.g., Brenner, Melamed,& Panush, 1994) among people with 
a variety of disabling conditions. 
Elliott and Shewchuk (1995) examined perceived social support and depression 
as predictors of leisure activities among people with disabilities. Perceived social 
support has also been examined along with stress in predicting fimctional status 
(Weinberger, Tiemey, Booher, & Hiner 1990) and with self-efficacy in predicting 
health status and adherence with health recommendations (Taal, Rasker, Seydel, 
&Wiegman. 1993) among people with rheumatoid arthritis. 
Disability is a condition that puts a person in a continuous state of stress. Also, 
disabled person's ability to seek social support is affected in many different ways. So 
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far, studies have been conducted on the availability of social support for disabled and 
its buffering effect on stress. No attempt, as yet, has been made to study social support 
in relation to self-concept. As social support may give a feeling of belongingness and 
enhance self-esteem, it may be assumed to have a significant relationship with self 
concept. In the present study an attempt will be made to explore the predictive 
relationship between social support and self concept. 
The Present Study: Adolescence is a stj^e of development noted for the 
difficulties resulting from the interaction of physical and rapid psychological changes, 
emotional development and consolidation and cognitive maturation. Adolescents must 
deal with a variety of psychosocial issue. They also must develop a sense of self and 
identity that incorporates a changing body image and that forsters the development of a 
healthy self-esteem. The handicapped child may have minimal difficulty integrating the 
handicap into self-concept and body image at an early age, but may experience 
psychological problems during adolescence when disfigurement and social stigma 
cause emotional up heavel. 
In order to have the disabled adolescents to participate constructively in the 
commimity life, not only architectural, educational and economic barriers have to be 
removed but, they should also be psychologically empowered. Psychologically 
empowerment will, perhaps, bring a change in the perception of disability and will also 
insure that person with disability becomes an asset to the community. Positive self-
concept is one of the aspects of psychological empowerment which may facilitate the 
disabled person to overcome the problems of disability and the negative attitude of 
society. 
Self-concept is an important component of personality, which provides a shield 
against depression, anxiety etc. and is related to the feeling of well-being and overall 
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life satisfaction. The way the child views himself also has a tremendous influence on 
what ambitions he has for the future, what he will accomplish and so on. Though its 
positive effects are well documented, not all individuals are able to develop a positive 
and well adjusted self-concept. A large number of factors contribute to the development 
of self-concept. An understanding into the factors affecting self-concept.in a group of 
individual who are in some way disabled is of vital importance as they are more 
vulnerable to negative self evaluation as well as biased social attitude. Causing them to 
develop negative self-concept. As it was not feasible to study all the factors, two factors 
namely parental stress and social support were selected for the present investigation. 
Research Objectives: 
The following research objectives were formulated-
1. To find the difference between physically disabled and normal adolescents' self-
concept. 
2. To find the difference between visually disabled and normal adolescents' self-
concept. 
3. To find the difference between physically and visually disabled adolescents' self-
concept. 
4. To find the difference between male and female physically disabled adolescents' 
self-concept. 
5. To find the difference between male and female visually disabled adolescents' 
self-concept. 
6. To find the difference between congenital and acquired physical disabled 
adolescents' self-concept. 
7. To find the difference between congenital and acquired visually disabled 
adolescents' self-concept. 
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8. To find the difference between physically disabled belonging to nuclear and joint 
family adolescents' self-concept. 
9. To find the difference between visually disabled belonging to nuclear and joint 
family adolescents' self-concept. 
10. To find the predictors of self-concept in physically disabled subject. 
11. To find the predictors of self-concept in visually disabled subject. 
Relevance of the study 
The present investigation will not only add significantly to the repertory of 
researches in the field of disability but it will also have practical implications. The 
knowledge gained about the problems of the disabled adolescents through the present 
investigation would help the teachers and professionals working in this field of 
disability to understand their problems more clearly. This would help them to visualize 
effective intervention strategies to deal wath the problems of disabled adolescents. 
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Review of Literature 
A literature review is a description of the literature relevant to a particular field 
or topic. It is an indispensable part of any study because every research or investigation 
contributes to the understanding of the field. Every investigation is a part of a collective 
venture and therefore cannot be seen in isolation. Hence, it is essential that previous 
view points and findings of the earlier researches regarding the phenomenon to be 
taken in to consideration. The present research was undertaken to explore the impact of 
parental stress and social support on self- concept of disabled adolescents. A systematic 
review of previous researches related to this field is presented below. 
Self-concept is an important variable and a number of studies have been 
conducted to look at the self-concept with its ramification for individuals with 
disabilities. Research has not, however, consistently found that individuals with 
disabilities have lower levels of self-esteem and self- worth than their typically 
developing peers. (King et al., 1993; Chapman, 1988; Silverman & Zigmond, 1983). 
Appleton et al., (1994) conducted a study to measure the self-concept of people 
with spina bifida. Seventy nine young people with spina bifida were given a 
psychological, medical, carer and occupational therapy assessment and 79 matched 
able-bodied young people received the psychosocial interview. It was found that the 
disabled group feU themselves to be less competent in academic, athletic and social 
aspects of self-concepts, less supported by classmates, equally supported by parents and 
fiiends and more supported by teachers than the able-bodied group. Disabled subjects 
did not discount the importance of any area of personal-social functioning, and 
experienced greater discrepancies between competence and importance in most 
academic, athletic, social and physical appearance aspects of self-concept. Disabled 
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girls assigned very high importance to physical appearance. Physical appearance was 
more strongly associated with general self-esteem than any other area of self-concept. 
hi another study Minchem, et al., (1995) examined the relationship between 
medical and functional severity of disability and levels of self-esteem and self-concept 
in 79 yoimg people with spma bifida. Greater feelings of global self-worth and of self-
esteem in physical appearance were found to be associated with greater severity of 
disability. This was only in part an effect of lower I.Q. among the most disabled young 
people. Many of the least disabled had marked impairment of self-esteem. Analysis of 
the impact of individual aspects of disability confirmed the association between 
increased self-esteem in physical appearance and global self-worth and diminished 
functional ability. Academic, self-ratings, however, were higher in the less disabled. 
Hydrocephalus and continue appeared to have minimal effect on self-esteem. The 
relationship between severity of disability in spina bifida and self-concept is complex 
and mediated by a range of factors. It was incorrect to assume that the psychological 
impact was less in the mildly disabled young person. 
Sliffer et al., (2003) investigated the relationships between child/parent 
dissatisfaction with child facial appearance and the self-concept/social competence of 8 
to 15 year old children with (N=34) and without (N=34) oral clefts. Children in both 
groups had normative psychosocial adjustment but also reported moderate 
dissatisfaction with facial appearance. Cleft group parents were more dissatisfied with 
child facial appearance; their children reported better quality of life. They found that 
parents of children with clefts reporting greater dissatisfaction may respond in positive 
ways that enhance quality of life. 
Yayo, K. et al., (2005) explored the relationship among self-esteem and self-
concept and social adjustment for promotion of self-esteem on children with cleft lips 
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and/ palates. 18 patients aged 7-13 years old were interviewed and their mothers or 
fathers were asked to fill in the questionnaire during the interview. Self-esteem of 
children showed statistically significant relation with four areas of self-concept such as 
scholastic competence, athletic, competence, physical appearance and behavioral 
conduct. Self-esteem also showed significant relation with cleft lips and/or palates. No 
statistical relations was found between self-esteem and other factors such as 
psychological adjustment at school, parents attitude for child rearing and marital status 
of the mother. 
Van and Alison (1979) examined the relationship between school setting and 
self-concept in 20 handicapped school children and found no significant correlation. 
The socio-economic status of the child, however, did seem to have some importance to 
self-concept. (LH) whether the disabled child is attending a normal school or a special 
school meant for physically disabled have a significant impact on their self-concept. 
Harvey and Greenway (1984) in a comparative study of the self- concept of 20 
pre-adolescent physically handicapped children attending normal schools and their 
siblings nearest in age, 13 physically handicapped children attending special schools 
and their siblings, and 18 non-handicapped children and their siblings found that mean 
total scores were lower for both groups of physically handicapped children. When 
compared to mean scores for the non-handicapped controls, with similar results 
amongst the groups of siblings, the mean scores for siblings of handicapped children 
being generally lower than those of the controls. The same results were found when the 
handicapped children's groups were pooled and analyzed according to diagnosis. It was 
also found that there were few significant differences between pairs of target children 
and siblings, irrespective of their groupings. 
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Studies on gender differences on self-concept of disabled children reveal 
significant differences between male and female disabled on different dimensions of 
self-concept, self-esteem and self-worth. 
King et al., (1993) in their study of adolescents with physical disabilities found 
that females were lower in perceived social acceptance, athletic competence and 
romantic appeal than the normative sample whilst males were lower in perceived 
scholastic competence, athletic competence and romantic appeal 
Kumar N & Ittyerah M (2007) examined the actual and ideal self-concept of 
handicapped children, adolescents and adults, with the help of questioimaire to compare 
their responses to body im^e, skills/abilities, life experience and social interaction. 
They found that children had a more positive self-concept than adults and adolescents. 
Men had a more positive self-concept than females. Further, social interaction and 
abilities were rated more positively than body image and life experience. Correlations 
between the actual and ideal selves revealed a positive relation between the actual self 
and the desired ideal self for all the groups, and there were no gender differences. 
Narrative analysis of the groups revealed that adults had a more positive view of life as 
compared to adolescents or children. The positive views of self were a consequence of 
factors that were largely internal to the respondent, such as the use of mature ways of 
thinking and maintaining one's self-respect. The negative views of the self were rooted 
in external factors over which to individual had little or no control such as poverty and 
negative attitudes of others. Although the female disabled group had a lower self-
concept than males, there was a positive relationship between their actual and ideal 
selves indicating acceptance of their congenital defects as a challenge to integrate in to 
the mainstream. 
Although the process of development of self-concept is the same whether 
sighted or blind, visual defect injfluences this process. However there is no clear 
evidence that the lack of vision has a general effect on visually impaired children. 
The findings of earlier studies on differences in self-concept in adolescents 
suggest that teenagers with visual impairment, including those with low vision, had a 
lower self-concept in several dimensions than their peers without visiial impairment 
(Beaty 1991, Johnson and Johnson 1991, Obiakor and style 1991, Beaty 1992, 
Lopez- justicia et al. 2001b). Some of the reasons for the lower self-concept among 
adolescents with visual impairments are related to the difficulties many of them face 
when integrating into school and society , probably because adolescents are perceived 
by peers as less attractive or because they have more obstacles in establishing social 
relations, perhaps due to their lower autonomy levels (Lopez- Justicia et al. 2001b). 
Some studies have been carried out in blind persons to study the differences in self-
concept between normally sighted and the blind. In one such study Jevis (1959) found 
that blind persons showed extreme values, they either had a very low self-concept or 
over-rated their personal attributes compared to sighted persons. Calek (1980), 
indicated that bliivi men had a more positive and realistic self-concept than blind 
women. In a study to determine the gender differences in self-concept of young men 
and women, aged 12-17 years with congenital low vision in Spain, Lopez- justicia 
(2001a) found that young women had a lower self-perception than young men in 3 of 
the components evaluated (social self-concept, family self-behavior, and moral self-
behavior). Young men had higher social self-concept and family and moral self-
behavior i.e., they feh more competent in the social field and more valued by their 
firiends than girls of the same age. Young men were more satisfied in terms of family 
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relationships, perhaps because they participated more in social activities and these 
activities presented them with more possibilities. 
Amezcua, J. et ai., (2001) conducted three studies on Spanish students with 
low vision, aged 4-7, 8-11, and 12-17 years found that overall, the participants' scores 
for some dimensions of self-concept were lower than those of comparison groups of 
sighted students of the same ages. The participants with low vision were found to have 
difficulty coping with a mraiber of situations in their school and social lives. 
Griffin- Shiriey et aL, (2006) conducted a study on self-esteem and empathy 
among 71 students with visual impairments and 88 sighted students. No significant 
difference was found between the two groups of students in their levels of self-esteem, 
empathy toward others and bonding with pets. 
Lopez et aL, (2005) in a further study examined differences in self-concept 
between children with congenital low vision and their sighted peers and found that the 
children with low vision scored lower than those with normal vision in aspects of 
their relationships with classmates but higher in their relationships with parents. But 
no difference was foimd on other general or specific facets of the self-concept such as 
physical ability, physical appearance, verbal ability, mathematics or general subjects. 
Parenting a disabled child is highly stressful for almost all the parents. Most of 
the studies on parenting stress have tried to explore the level of stress experienced by 
such parents, coping strategies they use to meet the challenges of bringing up a disabled 
child and predicting the factors of stress in these parents. Results of most of the studies 
show that a high level of stress is related to parenting a disabled child. 
Dyson, L. & Fewell, R R. (1986) conducted a study m which three questions 
were asked; (1) Do parents of handicapped children experience more stress than parents 
of non handicapped children? (2) What are the sources of stress for parents of 
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handicapped children? And (3) is stress in the parents of handicapped children mediated 
by an external factor of social support? Findings Indicated significantly greater stress in 
the families with handicapped children, and four factors were identified as significantly 
related to stress in these families. Perceived family support was significantly greater for 
families with handicapped children, and although non-significant (p < .057), findings 
suggest that families without handicapped children who had more support reported less 
stress. 
Anne E. K. (1986) compared mothers and fathers of 125 
handicapped/chronically ill children with parents of 127 matched non-disabled 
children fi-om three separate samples with respect to personal stress, marital 
satisfaction, and social network size and density. Only mothers of disabled children 
experienced higher levels of stress than comparison parents. No differences were 
found in marital satisfaction. Few group differences were foimd for social network 
variables, although mothers of handicapped children, had higher-density networks 
than comparison mothers. 
Hussain, A & Juyal, I. (2007) examined the level of stress and coping 
strategies among parents of physically challenged and normal children. 60 parents 
(either father or mother) of school going children (30 in each group, namely parents 
of physically challenged and normal) were taken for the study. Peacock and Wong 
Stress Appraisal Measure was used to examine their level of stress, whereas 
Folkman and Lazarus Ways of Coping Questionnaire was used to assess coping 
strategies adopted by the two groups of parents. It was found that the level of stress 
among parents of physically challenged children was much higher and significantly 
differed with their normal coxmterparts. The two groups also differed significantly in 
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terms of their coping strategies where parents of normal children were much better 
than the parents of physically challenged group. 
Waisbem et al., (2004) examined predictors of parenting stress in parents 
whose children were diagnosed with a biochemical genetic disorder. Parents of 263 
children with biochemical genetic disorders (139 identified by newborn screening 
and 124 identified clinically) completed interviews which focused on child health, 
medical service use, satisfaction with services, parenting stress and family 
functioning. Multiple regression analyses suggested that child adaptive fimctioning, 
parental satisfaction with support, and difBculties parents experienced meeting their 
child's health care needs were associated with scores on the Parenting Stress Index. 
Warfield, M. E. (2005) tested family resources (i.e. house hold income and 
spouse support), parenting challenges (i.e. nimiber of children, difficulty finding 
reliable child care, and child characteristics), work rewards (i.e. work interest) and 
work demands (i.e. hours and worked overload) as predictors of parenting role stress 
among mothers and fathers in two earner families of five year old children with 
disabilities. The two level hierarchical model was adopted to assess mothers and 
fathers as nested with in married couples. Both common and imique predictors of 
maternal and paternal parenting role stress for both parents were studied. Household 
income and an interaction between child behavior problems and work interest were 
significant predictors of maternal parenting role stress. In contrast, greater difficulty 
in fmding reliable child care predicted higher levels of parenting role stress for 
fathers but not for mothers. 
Keller and Sterling (2004) examined stress factors in families with a 
school-aged child with a disability. Path analysis revealed that children's 
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demandingness and neediness for care was related more to maternal stress and that 
child's acceptability was related more to paternal stress. 
Cowen, et al., (2002) examined socio demographic, health, and stress 
characteristics of families parenting a child with developmental disabilities who 
used respite care interventions, and investigated the degree to which use of a respite 
care intervention program affects parenting stress, foster care placement, and 
foxmded child maltreatment. Results showed that extensive care needs of the 
children or the families' inability to meet or cope with those needs were major 
factors contributing to high stress in the parent-child relationship. Comparison of 
pre- and postest scores indicated significant decreases in total stress, parent domain, 
and child domain scores. 
Deater-Deckard, K. (2005) conceptualized parenting stress and its links to 
socio-economic resources, family structural characteristics, work and career-related 
factors, and childcare for mothers and fathers of developmentally disabled children. 
The most common finding was that although there was great diversity in the 
challenges faced by parents, the samples of participants resemble each other in 
terms of the variability in parenting stress that was seen. 
Miller, A. C. (1992) investigated 69 mothers of physically disabled children 
(MOD) and 63 mothers of non disabled children. Testing for differences between 
groups in responses to stressful parenting events revealed that MOD reported higher 
levels of depressive symptomatology. Differences in psychological distress and 
health status approached significance. Testing for mediating influences of coping 
strategies and cognitive appraisals revealed that emotion-focused coping was related 
to increased psychological distress in MOD, whereas problem-focused coping was 
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associated with decreased distress. Both relationships were significant even after 
controlling for differences in type of parenting stressor. 
Pearson, et al., (1993) examined the relationship between parenting stress 
and social support in 100 mothers (aged 28-56 yrs) of learning disabled children 
(LDCs) and a control group of 75 mothers with similarly aged non handicapped 
children. Mothers of LDCs had significantly more stress and significantly less 
support than those in the control group. The amount of support provided by friends 
and colleagues was significantly different between the 2 groups. Extended family 
provided more support to mothers of LDCs than did either woric colleagues or 
fiiends. No significant correlation was found between total parenting stress and 
social support, 
Cohen, M (1990) investigated how parents of young children in preschool 
special education programs adjust to their children's developmental disabilities. The 
objective of this research was to investigate the cognitive and affective adjustment 
of parents of special preschool children in comparison to parents of non disabled 
children, and if emotional well-being affects the judgments that special or 
comparison parents form about their children. Results showed that parents of special 
children evaluated their children as demonstrating more internalizing and 
externalizing behaviors than did parents of non disabled children. In addition, It was 
found that on a range of affective distress indicators parents of special children had 
greater rates of depression, anxiety (non-significant), and parenting stress 
(significant) than parents of non disabled children. 
Troster, H. (2001) compared the stress of 47 mothers (aged 25-46 yrs) of 
children who were visually impaired (aged 8-87 months) with that of mothers of 
children with no disability to examine which domains were particularly stressfiil 
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for them, which factors contributed to their stress and which resources reduced it. 
The degree of visual impairment, the extent of the child's functional impairments, 
and the availability of social support were assessed as potential determinants of 
matemal stress. It was found that mothers of children with visual impairments 
experienced more stress than did mothers of children with no disability, 
particularly in areas involving the children's behavior and when the children had 
multiple disabilities. The major resource for the families was the availability of 
social support. 
The above studies indicate that parenting stress is experienced across all 
socio demographic groups and many contexts (Cmic & Low, 2002). Parenting 
stress plays a significant role in children's behavior. It may be directly related to 
child outcomes (Anthony et ah, 2005; Cmic, Gaze, & Hoffman, 2005), or 
related indirectly through parenting behaviors (Deater-Deckard & Scarr, 1996). 
Research findings have generally supported the mediating role of parental behavior 
between parental stress and child adjustment (e.g., Conger et al., 2000; 
Galambos, Sears, Almeida, & Kolaric, 1995). Furthermore, few studies on stress 
associated with parenting preschool-aged children lend limited support for the 
indirect effects of parenting stress on child behavior throxigh parenting (Anthony 
et al., 2005; Cmic et al., 2005; Deater-Deckard & Scarr, 1996). 
An indirect effect of parenting stress on adolescents' self-concept was observed 
by Seginer, Vermulst, and Gerris (2002) found that childrearing stress was indirectly 
related to adolescents' positive outlook through parent-adolescent relationships for girls 
and boys, but childrearing stress was only related to adolescents' emotional stability 
through parent-adolescent relationships for boys. This study suggests that indirect 
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effects of parenting stresses on adolescent self-concept are plausible that must be 
explored. 
Diane et aL»(2008) they examined longitudinal associations among mothers' 
and fathers' parenting stress at age 10, children's perceptions of parenting at age 10, 
and adolescents' self-concept at age 14 in 120 European American families. Mothers' 
and fathers' parenting stress was related to children's perceptions of acceptance and 
psychologically controlling behavior, and psychologically controlling behavior (and lax 
control for fathers) was related to adolescent self-concept. They further examined 
which domains of parenting stress and perceived parenting behaviors were associated 
with adolescents' scholastic competence, social acceptance, physical appearance, and 
behavioral conduct. Parenting stress was related to specific parenting behaviors, which 
were, in turn, related to specific domains of self-concept in adolescence. They 
concluded that parenting stress appears to exert its effects on early adolescent self-
concept indirectly through perceived parenting behavior. 
A direct relationship between the parental stress and self-concept was obtained 
by HH Chiou (2004) in a group of epilepsy children. Forty-nine epilepsy children and 
their parents were selected for this study. The control consisted of 50 healthy children 
who were of similar socio-economic status. All epilepsy children were aged 8 to 13 
years. The children's self-concept was assessed by Self-Perception Profile for Children 
(SPPC). Parental stress was measured by Parental Stress Index (PSI). They also 
examined the relationship between the children's gender, age, age of onset of seizure 
and families' socio economic status and the epilepsy children's self-concept and their 
parental stress. Epilepsy children had higher parental stress and lower self-concept than 
controls. The epilepsy children's gender, age, age of onset of seizure and families' 
socio economic status were not significantly related to the children's self-concept and 
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the parental stress. However, parental stress was significantly related to the epilepsy 
children's self-concept. This study indicates that education for epilepsy children and 
their parents is important for children with epilepsy. Appropriate coping strategy of 
parents with epilepsy children to lower the level of parenting stress may influence the 
parenting behavior and thus the children's self-concept. 
Studies on social support in disabled subjects have mostly been conducted in 
relation to psychological well being and adjustment. 
Mellvane, J. M. & Reinhardt, J. P. (2002) examined the relationship of 
high and low friend and family support for adaptation to chronic vision impairment in 
241 men and women. It was foimd that women with high support fi-om both friends 
and family had better psychological well-being whereas men with high support from 
both friends and family or just from family had better psychological well being. 
Further analysis showed that participants with high qualitative fiiend support and 
high quantitative family support had better adq)tation to vision loss. 
Kef, S. (2002) examined the psychosocial adjustment and the meaning of 
social support for 316 Dutch adolescents (aged 14-24 years) with visual impairments. 
It was found that social support, especially the support of peers, was important to 
adolescents with visual impairments. The differences between visually impaired 
and sighted adolescents proved to be small but significant. 
In another study Kef and Dekovic (2004) found the peer support to be 
important for the wellbeing of visually impaired adolescents. They examined the 
importance of parental and peer support for well being of adolescents with and 
without visual impairment. They included 178 adolescents who were blind or 
visually impaired and 338 adolescents without visual impairment. Peer and 
parental support was found to be important for well being of both adolescents with a 
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visual impainnent and sighted adolescents whereas in the group of adolescents with 
a visual impairment, a positive live relationship existed between peer support and 
well being. In the group of adolescents without an impairment, well being appeared 
not be effected by peer support. Parental support was more strongly related to well 
being of adolescent without impairments than of adolescents who were blind or 
visually impaired. 
Konarska, Joanna (2005) conducted a study to examine the sources of social 
activity of people with visual and motor impairments of both acquired and congenital 
types. Individuals with and without disabilities were compared for their self-esteem, 
level of purpose in life, for system of values and methods of fiilfiUing their needs. The 
resulting differences, misfortunes and success were found to be interrelated more with 
living conditions than with disability itself 
Place, and Hodge (2001) described the behaviors of 8* grade students with 
and without physical disabilities relative to social inclusion in a general physical 
education program and found that students with and without disabilities 
infrequently engaged in social interactions. Two themes emerged for the girls with 
physical disabilities: Segregated inclusion and social isolation. Students with 
disabilities interacted with each other to a greater degree than with classmates 
without disabilities. 
Wright (1983) stated that parents of children with disabilities tend to be more 
overprotective than do parents of children without disabilities because they are usually 
more concerned with their children's safety .this may lead them to undermining their 
abilities. 
Holmbeck et al., (2002) tested a mediational model of associations between 
parental over protectiveness (op), behavioral autonomy, and psychosocial adjiistment 
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in 68 families with 8 and 9 year old preadolescents with spina bifida and a 
demographically matched sample of 68 families with able bodied children. It was 
found that mothers and fathers of children with spina bifida were significantly more 
over protective than their counterparts in the able-bodied sample, although this group 
difference was partially mediated by children's cognitive ability. Both questionnaire 
and observational measures of parental over protectiveness were associated with lower 
levels of preadolescents decision-making autonomy as well as with parents being less 
willing to grant autonomy to their offspring in the fiiture. For the questiormaire 
measure of over protectiveness, and only for the spina bifida sample, the mediational 
model was supported such that parental op was associated with less behavioral 
autonomy, which was, in turn, associated with more externalizing problems. 
Deborah et al., (2004) examined both the direct and indirect relations of 
parent and peer attachment with self-esteem and also examined the potential 
mediating roles of empathy and social behaviour. 246 college students (Mage = 18.6 
years, SD=L61) completed self-report measures of parent and peer attachment, 
empathy, social behaviour, and self-esteem. The results revealed that parental 
attachment had mostly direct effects on self-esteem. Among females, the links 
between peer attachment and self-esteem, however, were entirely mediated by 
empathy and prosocial behaviour. It was found that although close supportive 
relationships with parents and peers are related to adolescent self-esteem, these 
relationships are complex. 
The above review of researches show that persons with disabilities have lower 
self-concept as compared to normals. It is also observed that social support is an 
important variable in the context of disability as disabled persons" ability to seek 
social support is affected in many different ways. So far, studies have been conducted 
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on the availability of social support for disabled and its buffering effect on stress. No 
attempt, as yet, has been made to study social support in relation to self-concept. As 
social support may give a feeling of belongingness and enhances self-esteem, it may 
be assumed to have a significant relationship with self concept. In the present study an 
attempt will be made to explore the predictive relationship between social support and 
self concept. 
Research on parental stress show a significantly higher level of stress 
experienced by parents of disabled children. Researchers speculate a direct or indirect 
link between parenting stress and self-concept but few studies have been conducted in 
this field particularly in the context of disability. 
The present investigation was imdertaken to study social support and parental 
stress in relation to adolescents' self-concept .The group of adolescents was chosen for 
the present research as in adolescence self-concept becomes increasingly differentiated 
and adolescent's self-concepts in different domains are conceptually and statistically 
independent (Harter,1988). 
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Methodology 
Methodology is the key element in carrying out any kind of research. It is of a 
paramount importance in any scientific inquiry, as the validity & reliability of the facts 
primarily depend upon the system of investigation. The various aspects concerning the 
methodology have been described under the following heads: 
Sample: 
Sample is the portion of the entire population or xmiverse of a certain kind of 
objects, it is essential that sample must possess almost all the qualities and 
characteristics of the population or universe selected for the investigation. Moreover the 
selection of the sample should be dependent upon the very objective of the research 
problem. The sample for the present study comprised 150 subjects and their parents 
(N=150). They were selected from different schools of Aligarh Muslim University, 
Ahmadi school for blinds and Viklang Kendra Bhardwaj Ashram Civil lines Allahabad 
through convenient sampling. 
The sample included 50 physically challenged, 50 visually challenged and 50 
normal children. The age of the respondents varied 14 to 17 years. 
DISTMBUTION OF SUBJECTS 
N=150 Adolescents 
1 1 
50 Physically disabled subjects 50 visually disabled subjects 50Nomials 
12 Bom 38 Acquired 23 Bom 27 Acquired 
TOOLS: 
The present study employed the following tools for measuring the parental 
stress, social support and self-concept. 
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Parental stress: 
Parental stress was measured by Parental Stress Inventory (PSI) developed by 
Richard R. Abidin, (1995). Short form of Parental Stress Inventory (PSI/SF) is a direct 
derivative of the Parenting Stress Index full-length test. It is a valid measure of stress in 
the parent child system and requires only 10 minutes for administration. The scale 
consists of 3 sub-scales (factors) mainly Parental Distress, Parent-Child Dysfunctional 
Interaction and Difficult Child. 
One side of the PSI Short Form test sheet contains instructions for completing 
the PSI/SF and an example for marking responses. The other side of the sheet contains 
an area for recording basic demographic information, the 36 items, and an area for 
recording item responses. Five response categories are provided for most of the items, 
these categories are SA (Strongly Agree), A (Agree), NS (Not Sure), D (Disagree) and 
SD (Strongly Disagree). Other items are preceded by a cue to use a different response 
format (e.g., "For the next statement, choose your response from the choices 'I'to '5' 
below"). 
Firstly scoring of responses to the items (1, 2, 3, 7, 8, 9 and 11) are summed up 
to get a score for "Defensive Responding" then sub scale scores are calculated. Each 
group of 12 items correspond to a PSI/SF sub scale. Sum of items 1 through 12 provides 
score for PD, sum of items 13 through 24 and 25 through 36 provide the scores for PCDI 
and DC, respectively. Sum of the scores minus Defensive Responding score provides 
"Total Stress score". 
Factor analysis of the scale yielded a three factor solution which adequately 
described the estimate. Estimates of both Test-Retest and Internal Consistency 
Reliability are available. Test-Retest Reliability co-efficients for total scale and the 3 
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sub-scales ranged between.68 to .84. Coefficient Alpha for PSI/SF total and subscale 
scores ranged between .80 to .91. 
As far as validity is concerned .94 with PSI/SF total stress, which is exceptionally 
high. Examination of the pattern of correlations suggests that the PD subscale score was 
highly correlated with the Parent Domain Score of the full-length PSI (r=.92). Likewise, 
the DC subscale score was highly correlated with the Child Domam score of Ml-length 
PSI (r=.87). P-CDI was correlated .73 and .50 with the Child Domain and the Parent 
Domain scores from the fiiU-length PSI, respectively. These lower correlations were also 
expected. 
Social support: 
Social support was measiired by a scale developed by Zimet et al, (1988). This 
is seven point Likert-type scale, ranging from very strongly disagree (1) to very 
strongly agree (7). It consists of 12 items to measure the perceived adequacy of support 
from the following three sources: Family (items 3, 4,8and 11), Friends (item 6, 7, 9 and 
12) and Significant others (items 1,2,5 and 10). 
In the origmal study (Zimet et. al., 1988), the MSPSS and the Hopkins 
Symptom Checklist (HSCL; Derogatis, Lipman, Rickels,Uhlenhuth, & Covi, 1974)were 
administered to 275 male and female Duke University imdergraduates. In this initial 
study, a principal components factor analysis confirmed the subscale structure 
proposed. In addition, coefficient alpha values ranged from .81 to .90 for the family 
subscale, from .90 to .94 for the fiiends subscale, from .83 to .98 for the significant 
other subscale and from .85 to .91 for the scale as a whole, indicating good internal 
reliability. Similarly, test-retest values ranged from .72 to .85, indicating good stability. 
Adequate construct validity was demonstrated in significant correlations between the 
MSPSS subscales and the Depression and Anxiety subscales of the HSCL. In analyzing 
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gender differences, it was found that women reported receiving significantly greater 
support than men fi-om friends, from a significant other, and overall. 
Self-concept scale: 
Self concept of subjects was measured by a scale developed by R. K. Saraswat 
(1971). The scale consists of 48 items, measuring six dimensions of self-concept i.e. 
physical, social, temperamental, educational, moral and intellectual aspects. The self-
concept items are rated on five point scale ranging from always to usually, sometimes, 
usually not, and never. 
Reliability of test was found by test-retest method, and it was found to be .91 
for the total self-concept measure. Reliability coefficients of its various dimensions are 
as foUows-Physical ,77, social .83, temperamental .79, educational .88, moral .67, 
intellectual .79. 
Experts' opinion were obtained to establish the validity of the inventory. 100 
items were given to 25 psychologists to classify the items to the category to which it 
belongs. Items of highest agreement and not less than 80% of agreement were selected. 
Thus the content and construct validity were established. 
Personal Data sheet: 
Personal Data sheet was also prepared by the investigator to obtain information on 
demographic variables. 
Procedure: 
For the purpose of collection of data fi-om different institutions prior permission 
was taken fi-om head of the institution for contacting the students. The investigator 
visited the institutions many times and administered the tests on each subject carefully 
in order to get correct information. For achieving cooperation and obtaining correct 
response, a rapport was established with the respondents. Prior to administration of the 
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test the investigator apprised the respondents of the utility of the study and asked the 
questions one by one. They were assured that their responses would be kept confidential 
and it would be used only for research purpose. Investigator also obtained from the 
heads of the institutions the addresses of respondents participating in the study. The 
investigator then contacted their parents personially and data was collected on parental 
stress. After collecting data investigator did scoring for three questionnaires, manually. 
STATISTICAL ANALYSIS: 
The following statistical analyses were used to analyze the data: 
1. T-test was used to find out the significance of difference between various 
groups on self-concept. 
2. Hierarchical multiple regression analysis was used to identify the significant 
predictors of self-concept in physically and visually disabled adolescent 
separately. 
Regression analyses are a wonderfully powerfully set of statistical techniques 
that allow one to assess the relationship between one criterion variable and several 
predictor variables. Regression allows specific prediction to be made from the 
independent variables about the dependent variable for individual participants. Simple 
regression involves a single independent variable. Multiple regression allows more than 
one independent variables to be used to predict the dependent variable and so improve 
the accuracy of the prediction. 
There are three major types of multiple regression analyses: standard multiple 
•4 
regression, hierarchiceil multiple regression and stepwise multiple regression. 
In the present study hierarchical multiple regression was used. Hierarchical 
regressiont is based on theory or some substantial previous knowledge. In hierarchical 
regression, the order of adding the predictor variables is based on some theory or plan, 
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decided in advance by the researchers. Sometimes researchers focus on the influence of 
several predictor variables (or groups of predictor variables) in a sequential way. That 
is, they want to know how much of the variation in the criterion variable is accounted 
for by the first predictor variable (or first group of predictor variables), as shown by the 
value of R^  Then, how much is added to the overall variance accounted for in the 
criterion variable (R )^ by including a second predictor variable (or second group of 
predictor variables) in the prediction rule. Then, perhaps how much more is added by 
including a third predictor variable (or third group of predictor variables). And so on. 
Thus, when reporting results, a researchers usually describes the amoxmt that each 
successive predictor variable (or grouping of predictor variables) adds to the overall 
prediction in terms of an increase in R^  The procedure is known as hierarchical 
multiple regression. 
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Results 
The purpose of the present investigation was to study the impact of parental 
stress and social support on self-concept of disabled adolescents. The main objective of 
the study was to identify the significant predictor of self-concept in disabled 
adolescents. Hierarchical multiple regression analysis was used to analyze the data. 
Hierarchical multiple regression analyses were done for total group. The results of the 
regression analyses are preceded by descriptive statistics and t-test for group 
differences on different variables. Results of these analyses are presented for a perusal. 
Analyses for Group Differences: 
Results of the analyses for group differences are presented in tables 1 to 9. 
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Table-1: Shoiving the Difference between Physically Disabled and Normal 
Adolescents on Self-Concept. 
Group 
Physically Disabled 
Nonnals 
Physically Disabled 
Nonnals 
Physically Disabled 
Nonnals 
Physically Disabled 
Nonnals 
Physically Disabled 
Nonnals 
Physically Disabled 
Nonnals 
Table 1 shows 
Self-Concept 
Dimensions 
Physical 
Social 
Temperamental 
Educational 
Moral 
Intellectual 
Mean and SD oft 
N 
50 
50 
50 
50 
50 
50 
50 
50 
50 
50 
50 
50 
le physi 
MEAN 
26.940 
28.820 
26.220 
29.480 
27.820 
28.940 
29.560 
29.900 
30.140 
30.900 
22.920 
26.200 
cally disal 
S.D. 
3.484 
3.593 
5.475 
3.900 
4.353 
3.042 
3.573 
4.187 
3.527 
3.843 
5.596 
3.916 
)led and i 
t-value 
2.630 
3.395 
1.476 
0.432 
1.020 
3.361 
lormal ac 
Sig. 
P<0.01 
P< 0.01 
NS 
NS 
NS 
P<0.01 
olescents 
on different dimensions of self-concept. The t-values in the table reveal that the two 
groups differed significantly only on physical, social and intellectual self-concept. 
Physically disabled subjects had lower self-concept as compared to their normal 
counterparts. No significant difference was obtained on temperamental, educational and 
moral dimensions. 
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Table -2: Showing the Difference Between Visually Disabled and Nonnal 
Adolescents on Self-Concept. 
Group 
Visually Disabled 
Normals 
Visually Disabled 
Normals 
Visually Disabled 
Normals 
Visually Disabled 
Normals 
Visually Disabled 
Normals 
Visually Disabled 
Normals 
From table 2 
Self-Concept 
Dimensions 
Physical 
Social 
Temperamental 
Educational 
Moral 
Intellectual 
it is observed that t 
N 
50 
50 
50 
50 
50 
50 
50 
50 
50 
50 
50 
50 
lere is 
MEAN 
24.660 
28.820 
24.440 
29.480 
26.000 
28.940 
30.340 
29.900 
30.480 
30.900 
20.160 
26.200 
a significai 
S.D. 
2.527 
3.593 
3.213 
3.900 
3.960 
3.042 
4.537 
4.187 
4.041 
3.843 
3.384 
3.916 
It diffen 
t-value 
6.630 
6.982 
4.121 
0.499 
0.527 
8.165 
;nce betw( 
Sig. 
P<0.01 
P<0.01 
P< 0.01 
NS 
NS 
P< 0.01 
sen visual 
disabled and normal adolescents on 4 out of 6 dimensions of self-concept. Visually 
disabled subjects as compared to normals scored significantly lower on physical, social, 
temperamental, moral and intellectual self-concept. 
53 
Table -3: Showing the Difference Between Physically and Visually Disabled 
Adolescents on Self-Concept. 
Group 
Physically Disabled 
Visually Disabled 
Physically Disabled 
Visually Disabled 
Physically Disabled 
Visually Disabled 
Physically Disabled 
Visually Disabled 
Physically Disabled 
Visually Disabled 
Physically Disabled 
Visually Disabled 
Self-Concept 
Dimensions 
Physical 
Social 
Temperamental 
Educational 
Moral 
Intellectual 
N 
50 
50 
50 
50 
50 
50 
50 
50 
50 
50 
50 
50 
MEAN 
26.940 
24.660 
26.220 
24.440 
27.820 
26.000 
29.560 
30.340 
30.140 
30.480 
22.920 
20.160 
S.D. 
3.484 
2.527 
5.475 
3.213 
4.353 
3.960 
3.573 
4.537 
3.527 
4.041 
5.596 
3.384 
t-value 
3.709 
1.963 
2.165 
0.945 
0.444 
2.954 
Sig. 
P< 0.01 
NS 
P< 0.05 
NS 
NS 
P<0.01 
Table 3 shows that physically and visually disabled adolescents differed 
significantly on physical, temperamental and intellectual aspects of self-concepts. 
Physically disabled subjects scored significantly higher on these dimensions as 
compared to visually disabled subjects. No significant difference was found for 
educational and moral dimensions. Though for social dimension, physically disabled 
adolescents scored considerably higher (Mean= 26.22) as compared to visually disabled 
subjects (Mean= 24.44), the difference was not significant (t= 1.96, P > .05). 
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Table -4: Showing the Difference Between Male and Female Physically Disabled 
Adolescents on Self-Concept. 
Group 
Male 
Female 
Male 
Female 
Male 
Female 
Male 
Female 
Male 
Female 
Male 
Female 
Self-Concept 
Dimensions 
Physical 
Social 
Temperamental 
Educational 
Moral 
Intellectual 
N 
32 
18 
32 
18 
32 
18 
32 
18 
32 
18 
32 
18 
MEAN 
27.688 
25.611 
27.844 
23.333 
29.125 
25.500 
29.906 
28.944 
30.625 
29.278 
24.625 
19.889 
S.D. 
3.235 
3.514 
4.919 
5.217 
3.714 
4.438 
3.736 
3.171 
3.435 
3.525 
5.549 
4.228 
t-value 
2.069 
2.983 
3.021 
0.903 
1.292 
3.080 
Sig. 
P<0.05 
P<0.01 
P<0.01 
NS 
NS 
P < 0.01 
Table 4 indicates that there is significant difference between male and female 
physically disabled on all the dimensions of self-concept except educational and moral. 
Male physically disabled adolescents as compared to females scored significantly 
higher on physical, social, temperamental and intellectual self-concept. 
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Table -5: Showing the Difference Between Male and Female visualfy Disabled 
Adolescents on Self-Concept. 
Group 
Male 
Female 
Male 
Female 
Male 
Female 
Male 
Female 
Male 
Female 
Male 
Female 
Tab 
Self-Concept 
Dimensions 
Physical 
Social 
Temperamental 
Educational 
Moral 
Intellectual 
le 5 reveals that t 
N 
50 
50 
50 
50 
50 
50 
50 
50 
50 
50 
50 
50 
lere is no 
MEAN 
24.485 
25.000 
24.364 
24.588 
25.939 
26.118 
30.697 
29.647 
29.788 
31.824 
21.061 
18.412 
significant 
S.D. 
2.653 
2.223 
3.454 
2.680 
3.892 
4.086 
4.883 
3.677 
4.491 
2.479 
3.507 
2.277 
difference 
t-value 
0.672 
0.230 
0.148 
0.764 
1.702 
2.766 
between m 
Sig. 
Ns 
Ns 
Ns 
Ns 
Ns 
P<0.01 
lale and female 
visually disabled subjects on 5 out of 6 dimensions of self-concept. The significant 
difference is found only on intellectual dimension. Male visually disabled subjects 
(mean=21.061) as compared to females (mean=18.412) scored significantly higher on 
intellectual self-concept. 
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Table -6: Showing the Difference Between Congenital and Acquired Physically 
Disabled Adolescents on Self-Concept. 
Group 
Congenital 
Acquired 
Congenital 
Acquired 
Congenital 
Acquired 
Congenital 
Acquired 
Congenital 
Acquired 
Congenital 
Acquired 
Self-Concept 
Dimensions 
Physical 
Social 
Temperamental 
Educational 
Moral 
Intellectual 
N 
12 
38 
12 
38 
12 
38 
12 
38 
12 
38 
12 
38 
MEAN 
25.00 
27.55 
23.58 
27.05 
25.50 
28.55 
27.75 
30.13 
29.08 
30.47 
19.50 
24.00 
S.D. 
2.296 
3.637 
4.379 
5.642 
3.631 
4.403 
2.563 
3.728 
2.503 
3.804 
4.167 
5.671 
t-value 
2.283 
1.948 
2.175 
2.057 
1.183 
2.534 
Sig. 
P < 0.05 
NS 
P < 0.05 
P < 0.05 
NS 
P<0.01 
Table 6 depicts the Means, SDs and t- values for congenital and acquired 
physically disabled subjects on different dimensions of self-concept. The two groups 
differed significantly on 4out of 6 dimensions of self-concept with congenital 
disability adolescents scoring significantly lower on physical (Mean =25.00), 
temperamental (Mean = 25.50), educational (Mean =27.75) and intellectual (Mean = 
19.50) aspects. Though congenital disability adolescents scored considerably lower on 
social self-concept (M = 23.58) as compared to acquired disability adolescents (M = 
27.05), the difference was not found significant, t= 1.948, P>.05. 
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Table -7: Showing the Difference Between Congenital and Acquired Visually 
Disabled Adolescents on Self-Concept. 
Group 
Congenital 
Acquired 
Congenital 
Acquired 
Congenital 
Acquired 
Congenital 
Acquired 
Congenital 
Acquired 
Congenital 
Acquired 
Self-Concept 
Dimensions 
Physical 
Social 
Temperamental 
Educational 
Moral 
Intellectual 
N 
23 
27 
23 
27 
23 
27 
23 
27 
23 
27 
23 
27 
MEAN 
24.304 
24.963 
24.130 
24.704 
26.043 
25.963 
30.478 
30.222 
31.304 
29.778 
19.522 
20.704 
S.D. 
2.789 
2.236 
3.366 
3.053 
3.839 
4.060 
3.570 
5.159 
3.950 
3.985 
3.386 
3.287 
t-value 
0.908 
0.618 
0.070 
0.195 
1.328 
1.225 
Sig. 
Ns 
Ns 
Ns 
Ns 
Ns 
Ns 
It is observed from table 7 that there is no significant difference between 
congenital and acquired visually disabled subjects on any dimension of self-concept. 
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Table -8: Showing the Difference Between Physically Disabled Adolescents 
Belonging to Nuclear and Joint families on Self-Concept. 
Group 
Nuclear Family 
Joint Family 
Nuclear Family 
Joint Family 
Nuclear Family 
Joint Family 
Nuclear Family 
Joint Family 
Nuclear Family 
Joint Family 
Nuclear Family 
Joint Family 
Self-Concept 
Dimensions 
Physical 
Social 
Temperamental 
Educational 
Moral 
Intellectual 
N 
35 
15 
35 
15 
35 
15 
35 
15 
35 
15 
35 
15 
MEAN 
26.66 
27.93 
25.49 
27.93 
27.69 
28.13 
29.63 
29.40 
29.91 
30.67 
22.83 
23.13 
S.D. 
3.325 
3.979 
5.215 
6.041 
4.143 
5.083 
3.926 
2.849 
3.609 
3.519 
5.607 
5.951 
t-value 
.866 
1.450 
.327 
.203 
.681 
.173 
Sig. 
Ns 
Ns 
Ns 
Ns 
Ns 
Ns 
Values in table 8 shows that there is no significant difference between means of 
the two groups on any dimension of self-concept. 
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Table -9: Showing the Difference Between Visually Disabled Adolescents 
belonging to Nuclear and Joint families on Self-Concept. 
Group 
Nuclear Family 
Joint Family 
Nuclear Family 
Joint Family 
Nuclear Family 
Joint Family 
Nuclear Family 
Joint Family 
Nuclear Family 
Joint Family 
Nuclear Family 
Joint Family 
Self-Concept 
Dimensions 
Physical 
Social 
Temperamental 
Educational 
Moral 
Intellectual 
N 
31 
19 
31 
19 
31 
19 
31 
19 
31 
19 
31 
19 
MEAN 
24.61 
24.74 
24.29 
24.68 
26.10 
25.84 
30.52 
30.05 
30.29 
30.79 
20.03 
20.37 
S.D. 
2.729 
2.306 
3.368 
3.110 
3.458 
4.856 
4.668 
4.552 
3.035 
5.463 
3.049 
4.031 
t-value 
.165 
.413 
.216 
.344 
.416 
.334 
Sig. 
Ns 
Ns 
Ns 
Ns 
Ns 
Ns 
In table 9 it is observed that there is no significant difference between nuclear 
and joint family's visually disabled subjects on any dimension of self-concept. 
Hierarchical Multiple Regression Analysis: 
Hierarchical multiple regression Analysis was done to predict different 
dimensions of self-concept among physically and visually disabled adolescents. Table 
10 and 11 show the summary figures of the regression analyses. 
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The results of hierarchical regression analyses for predicting physical self-concept 
are presented in the tables 10.1 through 6. In model 1 demographic variables were 
entered. In model 2 the predictor variables (independent variables) were entered one by 
one. The value of R for model 1 is .617 and value of R'^  is .38. Which is significant at 
P<.01. This indicates that gender, mother education, father education, income, family 
(joint/nuclear), disability (bom/acquired) together accounted for 38% variance in physical 
self-concept of physically disabled adolescents. A perusal of Beta value indicate that 
father education and disability (bom/acquired) were significantly positively related to 
physical self-concept. Values of R for the 2"** model indicate that there was no change at 
all when Family support (R^ = .38, R^  change = .000) and Friends support (B? = .38, 
R^change = .000) were entered. When Significant others support was entered negligible 
change in (R^ = .408, R^  change = .027, F = 4.127, F change = 1.944, P> .05) was 
obtained. When Pd was entered as a predictor in 2™* model it led to a change of .013 in the 
R^  of .38 (obtained in 1^  model) which was found to be insignificant (F change = .877, P> 
.05). The Beta value was found to be -.122, which signified negative, though 
insignificant, predictive relation with physical self-concept. Entering of P-cdi resulted in a 
change of .048 in R ^ which was also not significant , Beta value for P-cdi was also 
negative (-.245)but insignificant (t = 1.782, P > .05). when Dc was entered in the 2™* 
model of hierarchical regression analysis for predicting physical self-concept, a 
significant change in R^  (R^ = .467,R^ change = .087, F change = 6.831, P < .05)was 
obtained which indicated that Dc contributed significantly in the variance (8.7%)already 
accounted for by the demographic variables (38%) in model 1 i.e. the demographic 
variables together with difficult child(Dc) accounted for 46.7% Of the variance in physical 
self-concept of physically disabled adolescents. The Beta value of Dc was -.324 (t = 
2.614, P < .05) which signified a negative predictive relationship of Dc with physical self-
concept. 
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The results of hierarchical regression analysis for predicting social self-
concept are set in table 10.2 
In model 1 demographic variables were entered. In model 2 the predictor 
variables (independent variables) were entered one by one. The value of R for model 
1 is .750 and value of R^  is .563, this indicates that all the demographic variables 
together accounted for as much as 56.3% variance in Social self-concept. Beta values 
indicate that mother's education and disability (congenital/acquired) were 
significantly positively related to social self-concept, which means that who acquired 
disability later in life had more positive social self-concept than congenital disabled 
adolescents. Gender is significantly negatively related to social self-concept with 
males having higher score on this scale. The value of R for model 2 indicate that there 
is slight change in R^  when Family support- (R^ =.569, R^  change = .006, F change 
=.625, P > .05), Friends support-(R^ =.571, R ^ change = .008, F change = .830, P > 
.05) and Significant others support- (R^=.564, R^ change = .001, F change =.136, P > 
.05) were entered. Beta values were found to be in positive direction but not 
significant. When Pd, P-cdi and Dc (Parental stress variables) were entered one by 
one, none of them significantly contributed to the variance, already accounted for 
(56.3%) by the demographic variables. Beta values, however, were negative, though 
insignificant, indicating a negative relationship of Parental stress variables with Social 
self-concept. 
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Table 10.3 shows that the value of R for model 1 is .647 and value of R^  is 
.418., indicating significant contribution of demographic variables in predicting 
Temperamental self-concept in Physically Disabled adolescents. Beta values indicate 
that gender (Beta = -.384, t = 3.274, P < .01) is significantly negatively related to 
temperamental self-concept. Which means that male adolescents tended to score 
higher than females. Disability whether congenital or acquired was significantly 
positively related to temperamental self-concept. (Beta = .402, P <.01) which means 
adolescents who acquired disability later in life tended to have more positive self-
concept than congenital disabled adolescents. In model 2 values of R^  indicate that 
only significant others support made a significant contribution in the variance 
accounted by the demographic variables (R^ change = .066, F change = 5.392, P < 
.05). Beta values of .273 indicated a positive and significant predictive relation of 
significant others support with temperamental self-concept. 
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Table 10.4 shows that the value of R for model 1 is .489 and value of R is 
.240. This indicates that demographic variables altogether account for 24% variance 
in educational self-concept of Physically Disabled adolescents. Beta values indicate 
that mother's education (Beta = -.353, t = 2.206) was significantly negatively related 
to educational self-concept. While disability whether congenital or acquired was 
significantly positively related to educational self-concept, which means acquired 
disabled adolescents tended to have more positive self-concept as compared to 
congenital disabled adolescents. In model 2 the values of R, R^  and Beta indicate that 
none of the six predictors added significantly to the variance accounted by the 
demographic variables. 
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Table 10.5 sets the values of hierarchical regression analysis for predicting 
moral self-concept in physical disable adolescents. In model 1 demographic variables 
were entered. In model 2 the predictor variables (independent variables) were entered 
one by one. The value of R for model 1 is .401 and value of R^  is .161, which is not 
significant. All the demographic variables together accounted for only 16.1% variance 
in Moral self-concept. Beta values indicate that there is no significant relation 
between demographic variables and Moral self-concept. None of the predictor 
variables made significant contribution in predicting Moral self-concept of physically 
disabled adolescents. 
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Table 10.6 indicates that the value of R for model 1 is .681 and value of R is 
.463 i.e. demographic variables altogether acco\mted for 46.3% variance in 
Intellectual self-concept of Physically Disabled adolescents. Beta values indicate that 
gender (Beta = -.393, t = 3.479, P < .01) is significantly negatively related to 
Intellectual self-concept. Which means male adolescents tended to score higher on 
Intellectual self-concent than females. While di.sahilitv /caneenital/acauired> was 
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Table 11.1 sets the values of regression analysis for predicting physical self 
concept. The results of hierarchical regression analyses for predicting physical self-
concept in visually disabled subjects are presented in tables 11.1 through 11.6. In 
model 1 demographic variable were entered. In model 2 the predictor variables 
(independent variables) were entered one by one. The value of R for model 1 is .494 
and value of R^  is .245. This indicates that gender, mother education, father education, 
income, family (joint/nuclear), disability (congenital/acquired) together accovmted 
only for 24.5% variance in physical self-concept of visually disabled adolescents. 
Though the value of R was not significant, a perusal of Beta values, indicate that 
father education was significantly positively related to physical self-concept. Values 
of R^  for the model 2 indicate that there was no change at all when predictor variables 
were entered. 
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Table 11.2 sets the values of regression analysis for predicting social self-
concept in visually disabled adolescents Values in model 1( R = .447, R^  is .200) 
indicate that all the demographic variables together accounted for only 20.0% 
variance in Social self-concept. Which was not significant. Beta values indicate that 
none of the demographic variables was significantly related to social self-concept. 
The value of R for model 2 indicates that after controlling the contribution of 
demographic variables in model 1 only one predictor variable, i.e. fiiends support, 
significantly contributed in the prediction of Social self-concept in visually disabled 
adolescents (R^ =.274, R ^ change = .073, F change = 4.138, P < .05). Beta value for 
fiiend support was .286 (t = 2.034, P<.05) which indicated a positive predictive 
relationship of the predictor with social self-concept. 
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Values table 11.3 in Table indicate that the value of R for model 1 is .489 and 
value of R^  is .239, indicating insignificant contribution of demographic variables in 
predicting Temperamental self-concept in Visually Disabled adolescents (F = 1.884, P 
> .05). However, Beta values indicate that Father's education (Beta = .410, t = 2.514, 
P<.05) was significantly positively related to temperamental self-concept. In model 2 
values of R^  points to very interesting findings. Parental distress and parent-child 
dysfunctional interaction along with demographic variables significantly positively 
contributed to the prediction of temperamental self-concept, but their individual 
contribution was not significant as the values of R^  change were not significant. 
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Table 11.4 Table shows that the value of R for model 1 is .433 and value of R^  is .187. 
This indicates that demographic variables altogether accounted for 18.7% variance in 
educational self-concept of Visually Disabled adolescents which was found to be insignificant. 
Beta values indicate that Income (Beta = .483, t = 2.828, P < .05) was significantly positively 
related to educational self-concept. In model 2 the values of R, R^  and Beta indicate that 
Friends support (R^=.267, R^  change = .080, F = 4.448, P < .05) significantly contributed to the 
prediction of Educational self-concept of Visually Disabled adolescents. Beta value of .298 (t = 
2.109, P < .05) indicates positive predictive relationship of Friends support to Educational self-
concept of Visually Disabled adolescents. No other variable was found to be significantly 
related to Educational self-concept. 
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The results of the regression analysis for the predating moral self-
concept in visually Disabled adolescents are set in 11.5. The value of R for model 1 
is .476 and value of R^is .226, which is not significant. All the demographic variables 
together accounted for only 22.6% variance in Moral self-concept. Beta values 
indicate that there is no significant relation between demographic variables and Moral 
self-concept. In model 2 predictor variables were entered. There was a significant 
change in R^  (R^ =.334, R^  change = .108, F = 6.644, P<.05) when Friends support 
was entered. Friends support alone, after controlling demographic variables, 
accounted for 10.6% variance in Moral self-concept in visually Disabled adolescents. 
Beta value (P = .347, T =2.578, P < .05) indicated a positive predictive relationship of 
Friends support with Moral self-concept. 
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Table 11.6 indicates that the value of R for model 1 is .482 and value of R^  is 
.232 (F=1.917,P>.05)i.e. demographic variables altogether accounted for only 23.2% 
variance in Intellectual self-concept of Visually Disabled adolescents which was not 
significant. Beta values indicate that gender (Beta = -.414, t = 2.733, P < .01) is 
significantly negatively related to Intellectual self-concept. Which means male 
adolescents tend to score higher on Intellectual self-concept than females. In model 2 
values of R, R^ and Beta indicate that after controlling for demographic variables none 
of the dimensions of social support and Parental Stress made any significant 
contribution in predicting Intellectual self-concept of Visually Disabled adolescents. 
Results at a Glance 
1. Disabled adolescents (both physical and visual) had low self concept as 
compared to normal. 
2. Visually disabled adolescents had lower self concept as compired to 
physically disabled adolescents. 
3. Gender had significant impact on self-concept of physically disabled 
adolescents but bit for visually disabled adolescents. 
4. Moral and educational aspects of self concept were not affected in any 
group. 
5. For physically disabled adolescents demographic variables, particularly, 
whether disability in congenital or acquired, gender, father and mother 
education were more important in forming their self concept. While 
parental stress due to the perception of difficult child and significant others 
support had significantly impact on physical and temperamental aspects of 
self concept. 
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6. For visxially disabled adolescents demographic variables except income, 
were not significantly related to their self-concept. Social support, 
particularly friends support significantly predicted their social, educational 
and moral self concept. While family support along with demographic 
variables had significant impact only on physical self concept of their 
group. 
DISCUSSION 
As may be recalled the purpose of the present investigation was to examine 
the impact of parental stress and social support on disabled adolescents' self-concept. 
An overview of results indicate very clearly that disabled adolescents, both, 
physically and visually, have significantly lower self-concept as compared to normal 
able bodied adolescents. But these differences are seen only for physical, social and 
intellectual aspects. Visually disabled are found to be low on temperamental self-
concept also. It is interesting to note that no difference is obtained on educational and 
moral self-concept. These findings are partly in consonance with earlier studies which 
indicate that children with disabilities have lower self-concept in those aspects of self 
which are directly affected by their disability. (Chapman, 1988, Cooley & Ayres, 
1988, Grolnick & Ryan, 1990, King et al., 1993) Hussain, (2006) in a study also 
foxmd that self-concept of physically challenged adolescents was lower as compared 
to normals. The fmdings of some earlier studies on differences in self-concept in 
adolescents also suggest that teenagers with visual impairment, including those with 
low vision, have a lower self-concept in several dimensions than their peers without 
visual impairment (Beaty 1991, Johnson and Johnson 1991, Obiakor and style 1991, 
Beaty 1992, Lopez-justicia et al. 2001b). 
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Parental stress is an important variable that may affect the child's behavior 
directly or indirectly through parents' behavior. Parental stress particularly parents' 
perception of the child as difficuU has significantly negative impact on the physical 
self-concept only physically disabled adolescents. In other cases also it seems to have 
an impact on some dimensions of self-concept but it did not reach the significance 
level. In visually disabled adolescents its' impact is not seen clearly. Earlier studies 
have shown both direct (Anthony, et al., 2005, HH Chiou, 2004) and indirect Diane, 
(2008) impact of parental stress on adolescents' self-concept. Diane (2008) did not 
find any direct effect of parenting stress on adolescents' self-concept. Diane found the 
direct effect of mothers' perception of their child as difficult on self-concept of the 
adolescent to be insignificant. 
Social support is also found to have a potential effect on self-concept but its' 
role is more important in visually disabled group as friends' support has emerged a 
significant positive predictor of social, educational and moral self-concept in this 
group, while family support is important for physical self-concept in visually disabled 
group. For the physically disabled group only significant others support is found to 
have an impact on temperamental self-concept. 
In the present investigation impact of demographic variables is very powerful. 
Impact of these variables is particularly seen for physically disabled group. Role of 
gender role is found to be significant in physically disabled group as girls reported 
them selves to be low in physical, social, temperamental and intellectual areas of self-
concept. Theses results are supported by findings of earlier studies on gender 
differences. Similar results were found in studies conducted by King et al. (1993) and 
Kumar & ittyerah (2007). Earlier studies also showed that young women's physical 
self-concept was lower than that of young men (Miller 1979; Backes 1994; Orenstein 
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1994; Grain 1997). Lopez- justicia (2001a) also found that young women had a 
lower self-perception than young men in three components of self-concept i.e. social, 
family self behavior and moral self behavior. 
The role of gender was not observed in visually disabled group except in 
intellectual area where girls perceived themselves to be low as compared to boys. 
These findings are however contradiction to the findings of an earlier studies 
conducted by Calek (1980), which indicated that blind men had a more positive and 
realistic self-concept than blind women. 
Time of occurrence of disability (congenital/acquired) is found to have a 
pervasive effect on self-concept of physically disabled adolescents. Those who 
acquired disability later are found to have higher self-concept as compared to those 
who were bom with disabilities. These findings are contradictory to the findings of 
earlier studies which indicate that acquired disability subjects have low self esteem as 
compared to congenital disability subjects. (Shindi, 1983) Interestingly the impact of 
whether disability is bom or acquired is not found to have any impact on the self-
concept of visually disabled adolescents. Fathers' and mothers' education are also 
found to have a significant impact on the self-concept (physical and social) of 
physically disabled adolescents only. While for the visually disabled adolescents 
income is foimd to have significant impact on educational self-concept. 
It seems that demographic variables have significant impact on the self-concept 
of physically disabled group while they are xmimportant for visually disabled 
adolescents. Another important finding that is obtained in the present study is that 
moral and intellectual self-concept of physically as well as visually disabled 
adolescents are not affected by any of these variables. Gender also did not have an 
impact on Ijiese aspects of self-concept. 
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All these findings indicate that self-concept of physically and visually disabled 
adolescents is affected by different factors. Role of parental stress is important and 
may yield significant results if demographic variables are controlled or it may have an 
indirect effect which should be explored in further studies. Social support is also an 
important factor which affects self-concept positively but it has special significance 
for visually disabled group. 
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Conclusion 
From the above discussion it is concluded that examining self-concept of 
disabled adolescents is an important area for research. Though parental stress and 
social support have significant role in determining the self-concept of disabled 
adolescents, the role of demographic variables cannot be ignored. 
Limitations-
No research is ever perfect and the present investigation is no exception. The 
investigator feels that the study had the following limitations: 
The data on parental stress were taken from any parent (mother/ father) 
whoever was available. Mother and father may have different experience of stress 
and it may have different effect on self-concept of the adolescent. 
The data were collected from adolescents who were mostly institutionalized or 
living in hostels and did not have much interaction with their parents (e.g. in case 
of visually disabled subjects). 
The sample included different types of physical disability and with varying 
severity which may have different impact on parents and their attitude. 
Suggestions for future research 
No research is over complete in itself It gives way to further researchers. This 
is true with this investigation also. The investigator feels that fiirther research in 
this field should include the following suggestions-
Though research on parental stress and, particularly, on social support is vast 
but it is less probed area in the context of disability. The present investigation was 
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a very modest effort to explore the effect of these factors on adolescents' self-
concept. The investigator feels that further research in this area should incorporate 
the following points. 
Parental stress and Social support are studied as the dynamics of self-concept. 
In order to have a proper understanding of the role of these factors predictive 
relationship of these variables to self-concept should also be studied in a group of 
normal adolescents. 
There are certain areas where consistently no significant difference was 
obtained when different groups were compared. It would be interesting to probe 
these areas more thoroughly. 
Longitudinal studies of the disabled child and their parents' reactions would 
provide a more indepth understanding of the role of parental stress in moulding 
the self-concept of the adolescents. 
The results of the study pointed to the significance of some demographic 
variables. Any research in this field must deeply explore the impact of these 
variables. 
Severity of disability should also be taken into accoimt in any further research. 
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Appendix-I 
Personal Data Sheet 
Name: 
Age: 
Class: 
Sex: 
Socio Economic Status: 
Types of Disability-physical/visual/: 
Disability: congenital/acquired: 
Brother: 
Sister: 
Mother's education: 
Father's education: 
Occupation: 
Income: 
Types of Family (Nuclear/Joint): 
Any other disable person in the family: 
Other person living in the family (male/female): 
Marital status (genuine/divorcee/widow): 
A 
A 
A 
A 
A 
A 
A 
NS 
NS 
NS 
NS 
NS 
NS 
NS 
D 
D 
D 
D 
D 
D 
D 
DS 
DS 
DS 
DS 
DS 
DS 
DS 
Appendix -II 
Parenting Stress Index 
SA = Strongly Agree A=Agree NS=NotSure D= disagree SD = Strongly disagree 
1. I often have the feeling that I caimot handle SA 
things very well. 
2. I find myself giving up more pf my life to meet SA 
my chilcfren's needs than I ever expected. 
3. 1 felt trapped by my responsibilities as a parent SA 
4. Since having this child, I have been imable to do SA 
new and different that I like to do. 
5. Since having a child, I feel that I am almost never SA 
able to do things that I like to do. 
6. I am unhappy with the last purchase of clothing I SA 
made for myself 
7. There are quite a few things that bother me about SA 
my life. 
8. Having a child has caused more problems than I SA A NS D DS 
expected in my relationship with my spouse (or 
male/ female friend). 
9. I feel alone and without friends. SA A NS D DS 
10. When I go to a party, I usually expect not to SA A NS D DS 
enjoy myself. 
11. I am not as interested in people as I used to be. SA A NS D DS 
12. I don't enjoy things as I used to. SA A NS D DS 
13. My child rarely does things for me that make me SA A NS D DS 
feel good. 
14. Sometimes I feel my child doesn't often giggle or SA A NS D DS 
laugh. 
15. My child smiles at me much less than I expected. SA A NS D DS 
16. When I do things for my child, I get the feeling SA A NS D DS 
that my efforts are not appreciated very much. 
17. When playing, my child doesn't often giggle or SA A NS D DS 
A 
A 
A 
A 
NS 
NS 
NS 
NS 
D 
D 
D 
D 
DS 
DS 
DS 
DS 
laugh. 
18. My child doesn't seem to leam as quickly as SA 
most children. 
19. My child doesn't seem to smile as much as most SA 
children. 
20. My child is not able to as much as I expected. SA 
21. It takes a long time and it is very hard for my SA 
child to get used to new things. 
For the next statement, choose your response from the choices 1^** to ^ 5^ below. 
22. I feel that I am : 1. not very good at being a 1 2 3 4 5 
parent 
2. a person who has some 
trouble being a parent 
3. an average parent 
4. a better than average parent 
5. a very good parent 
23. I expected to have closer and warmer feelings for SA A NS D DS 
my child than I do and this bothers me. 
24. Sometimes my child seems does things that SA A NS D DS 
bother me just to be mean. 
25. My child seems to cry or fuss more often than SA A NS D DS 
most children. 
26. My child generally wakes up in a bad mood. SA 
27. I feel that my child is very moody and easily SA 
upset. 
28. My child does a few things which other me a SA 
great deal. 
29. My child reacts very strongly when something SA 
happens that my child doesn't like. 
30. My child gets upset easily over the smallest SA A NS D DS 
thing. 
31. My child's sleeping or eating schedule was SA A NS D DS 
harder to establish than I expected. 
A 
A 
A 
A 
NS 
NS 
NS 
NS 
D 
D 
D 
D 
DS 
DS 
DS 
DS 
For the next statement, choose your response from the choices **!'' to ^ ^S** below. 
32. I have found tha getting my child to dosomething 1 2 3 4 5 
or stop doing something is: 
1. not very good at being a parent 
2. a person who has some trouble being a parent 
3. an average parent 
4. a better than average parent 
5. a very good parent 
For the next statement, choose your response from the choices **10+** to **l-3**. 
33. Think carefully and count the number of things 10+ 8-9 6-7 4-5 1-3 
which your child does that bother you. 
For example: dawdles, refuses to listen, overactive, cries, interrupts, fights, 
whines, etc. 
34. Ther aresome things my child does that really SA A NS D DS 
bother me a lot. 
35. My child turned out to be more ofa problem than SA A NS D DS 
I had expected. 
36. My child makes more demands on me than most SA A NS D DS 
children. 
Appendix -III 
Multidimensional Scale of Perceived social Support (Zimet, Dahlem, Zimet & Farley, 
1988) 
Instructions: We are interested in how you feel about the following statements. Read 
each statement carefully. Indicate how you feel about each statement. 
Circle " 1 " if you Very Strongly Disagree 
Circle "2" if you Strongly Disagree 
Circle "3" if you MUdly Disagree 
Circle "4" if you are Neutral 
Circle "5" if you Mildly Agree 
Circle "6" if you Strongly Agree 
Circle "7" if you Very Strongly Agree 
1. There is a special person who is around when 1 1 2 3 4 5 6 7 SO 
am in need. 
2. There is a special person with whom I can share 1 2 3 4 5 6 7 SO 
my joys and sorrows. 
3. My family really tries to help me. 1 2 3 4 5 6 7 Fam 
4. I get the emotional help and support I need from 1 2 3 4 5 6 7 Fam 
my family. 
5. I have a special person who is a real source of 1 2 3 4 5 6 7 SO 
comfort me. 
6. My friend really tries to help me. 
7. I can count on my friends when things go wrong. 
8. I can talk about my problems viath my family. 
9. I have friends with whom I can share my joys 1 
and sorrows. 
10. There is a special person in my life who cares 1 2 3 4 5 6 7 SO 
about my feelings. 
11. My family is willing to help me make decisions. 1 2 3 4 5 6 7 Fam 
12. I can talk about my problems with my friends. 1 2 3 4 5 6 7 Fri 
The items tended to divide into factor groups relating to the source of the social 
support, namely family (Fam), friends (Fri), or significant other (SO). 
1 
1 
1 
 
2 
2 
2 
2 
3 
3 
3 
3 
4 
4 
4 
4 
5 
5 
5 
5 
6 
6 
6 
6 
7 
7 
7 
7 
Fri 
Fri 
Fam 
Fri 
Self-concept scale 
A{^ndix - IV 
1. 
2. 
3. 
4. 
5. 
6. 
7. 
8. 
9. 
10. 
11. 
12. 
13. 
14. 
15. 
Do your friends come to 
you for advice? 
What do you think about, 
your appearance? 
How do you find yourself 
in doing physical work? 
How do you find your 
Temperament? 
How do you like school 
studies? 
Do you believe in 
religious customs and 
traditions? 
Do you participate in 
criticizing others? 
Do you express your 
ideas fi-ankly in the 
presence of the other? 
How do you like your 
complexion? 
Do you think yourself one 
of the cheerfiil persons? 
Do you behave 
abnormally also? 
Do you think yourself an 
experienced person? 
Do you think about your 
teachers? 
Do you think yourself to 
be a cool tempered man? 
Are you regular in doing 
your homework 
assignment? 
Always 
V. BeautifijI 
Very strong 
Always 
Cheerful 
Very Good 
Very Much 
Always 
Always 
V.Beautiful 
Always 
Always 
Highly 
Always 
V.Much 
Always 
Usually 
BeautifijI 
Strong 
Cheerful 
Good 
Usually 
Mostly 
Mostly 
Beautifiil 
Mostly 
Mostly 
Usually 
Mostly 
Usually 
Mostly 
Some time 
Satisfactor 
y 
Average 
Normal 
Average 
Normally 
Generally 
Normally 
Normal 
Sometimes 
sometimes 
Average 
Normally 
Average 
Normally 
Usually no 
Not 
Satisfactory 
Delicate 
Sometime 
Unhappy 
Not Good 
Sometimes 
Not usually 
Sometimes 
Not so 
Beautiful 
Seldom 
seldom 
Less 
Experienced 
Usually Not 
Some 
Disturbed 
Sometimes 
never 
Ugly 
Very 
Delicate 
Always 
Unhappy 
Not Good at 
all 
Never 
Never 
Never 
Ugly 
Never 
Never 
Without any 
Experience 
Never 
Never 
Never 
16. Do you insul others? 
17. Do you think have 
difficulty in 
understanding something 
when the teacher explains 
in the class? 
18. Do you think if you get an 
opportunity you can 
discover something new? 
19. Do you fell irritated 
somebody finds fault with 
your work? 
20. How do you fmd your 
personality? 
21. How do you like the 
company of others? 
22. How much are you 
satisfied with your 
weight? 
23. Do you feel irritated 
while you face petty 
difficulties? 
24. Are you coward by 
nature? 
25. How much are you 
satisfied with the present 
position of your studies in 
class? 
Never Not Often Usually 
Never Usually Generally 
Definitely Most Probably 
Probably 
Never Usually Sometimes 
Not 
Most Attractive Normal 
Attractive 
Always Mostly Usually 
Good Good Good 
Fully Satisfied Usually 
Satisfied Satisfied 
Always Mostly Generally 
Not 
Not at all Not much Normal 
Completely Somewha Always 
Satisfied t Satisfied 
Mostly 
Often Feel 
Difficulty 
Always 
Not at all 
Doubtful Not at all 
Usually Always 
Unattractive Totally 
Unattractive 
Sometimes Never Like 
Dislike 
Not So Unsatisfied 
Satisfied 
Sometimes Always 
Usually Very Much 
Somewhat Total 
Dissatisfied Dissatisfied 
26. 
27. 
28. 
29. 
30. 
How do you like school 
examination? 
How is your voice? 
Are you curious to know 
the end while reading a 
novel or seeing movie? 
How do you find your 
health? 
How is your attendance in 
the class? 
Like Very 
Much 
Very Good 
Always 
Very Good 
Always 
Present 
Mostly 
Like 
Good 
Usually 
Good 
Usually 
Present 
Generally 
Like 
Normal 
Normally 
Average 
Average 
Seldom like 
Not Good 
No 
Week 
Generally 
Absent 
Never Like 
Unsatisfacto 
Not at all 
Feeble 
Usually 
Absent 
31. 
32. 
33. 
34. 
35. 
36. 
37. 
38. 
39. 
40. 
41. 
How much are you Fully 
satisfied with your Satisfied 
height? 
Do you try to get first 
position in the test given 
in the class? 
Do you take care of the 
merits and demerits of a 
woric before doing? 
Where do you place your 
self while speaking truth? 
Where do you place your-
self in obeying public 
rules e.g. rules pertaining 
to public places, like road, 
park, railway station etc.? 
Are you more intelligent 
than your colleagues? 
Do you take part in 
organizing it when your 
classmates go to picnic 
etc.? 
Do you solve yourself the Always 
difficulties and problems Solve 
of yoxir studies? 
How much do you attend Give Much 
to artistic aspect of the Very 
photograph while seeing Attention 
or making it? 
Satisfied Normal Somewhat 
Dissatisfied 
Always Usually Generally Often Not 
Fully 
Dissatisfied 
Never 
Always Usually Generally Usually Not Never 
Always 
Speaking 
Truth 
Always 
Obey Rules 
Certainly 
More 
Always 
Usually 
Speaking 
Truth 
Usually 
Obey 
Rules 
Usually 
Usually 
Generally 
Speaking 
Truth 
Generally 
Not Obey 
Rules 
Generally 
Generally 
Usually 
Hesitate in 
Speaking 
Truth 
Usually Do 
Not Obey 
Rules 
Less 
Usually Not 
Always have 
to Resort to 
Falsehood 
Never Care 
for Rules 
Not at all 
Never 
Usually 
Solve 
Give 
Much 
Attention 
Generally 
Solve 
Give 
Average 
Attention 
Usually 
Can't Solve 
Always 
Help to 
Others 
Give Some Do Not Give 
attention Any 
Attention 
What will you do if you are doing some important work and your friends 
aslc you to accompany them for a walk? 
Will start immediately 
Will go ^ler thinking for sometime 
Will keep silent 
Will not go after thinking for sometime 
Will refiise at once 
While taking the examination you are not able to answer some question and 
a book of the same subject is lying near you, will you take help of the book? 
Will never do so such thing [ ] 
Do not have the courage to do inspite of will [ ] 
Generally do not do this [ ] 
Will use the book it get an opportunity [ ] 
Will immediately use the book [ ] 
42. If you get an opportunity to drink water in the house of so called low caste 
persons, what will you do? 
Shall take water 
Will take water after some consideration 
Will care for cleanliness 
Will take water but would tell nobody 
Will not take water 
43. Do you hesitate in mixing with persona of opposite sex? 
Do not hesitate at all 
Sometimes hesitate 
Generally do not hesitate 
Usually hesitate 
Always hesitate 
44. You are standing in the bus queue for a long time when bus comes, the 
conductor takes some passengers and stops at yr turn because there is no 
space in the bus, what will you do in these circumstances? 
Will wait for the next bus 
Will request the conductor 
Will run and try to board the bus 
Will push the other passengers and try to board the bus 
Will make a noise 
45. What will you do if yon come to know of immoral character of your friend? 
Will completely break the friendship 
Will lessen the friendship 
Will continue friendship but will try to make him understand 
Will continue friendship as it was 
Will strengthen the friendship 
46. You have to do four task- (a) you have to call the doctor to show your sick 
brother (by you have to do the preparation for doing out the next day (c) you 
have to read novel (d) the friend is going away, you have to go to see him. 
What will you do in the first place? 
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Will call the doctor to show the sick brother 
Will prepare for going out [ ] 
Will read novel [ ] 
Will go to see the friend [ ] 
Will not do any ofthe above mentioned work [ ] 
[ ] 
47. Your friend gives you one thousand rupees to keep when you count thQ' are 
eleven hundred. What will you do? 
Will return one hundred rupees to the friend at once 
Will tell the friend at once 
Will return 1100 rupees while returning them 
If the friend does not come to know, will take out one hundred rupees if possible 
Shall take out one hundred rupees 
48. Do you like to do the work keeping in mind the desire of other? 
Always do the work keeping in mind the desire of others 
Usually do the work keeping in mind the desire of others 
Generally do the work keeping in mind the desire of others 
Sometimes do not care for the liking of other 
Always do according to one's will 
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